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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases. 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive?*!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, E: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. FE: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway, 'W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 
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Transplantation of the Ureters Into an 


Isolated Ileal Loop 


J. Harotp Newman, M.D. 
JACKSONVILLE 


In certain diseases it is necessary or desirable 
to divert the urinary stream above the level of 
the bladder. This operation has extremely serious 
implications for the patient, and while many 
procedures have been described, no entirely satis- 
factory method has been worked out. Transplan- 
tation of the ureters into an isolated segment of 
ileum appears to offer major advantages over 
previously used methods. 

The simplest means of urinary diversion are 
nephrostomy and cutaneous ureterostomy. Both 
of these operations have disadvantages which limit 
their scope. In nephrostomy, a catheter is neces- 
sary, which must be periodically changed. In- 
fection and calculus formation are common. With 
bilateral nephrostomy, there are two widely sep- 
arated openings, making their care a real chore. 
In cutaneous ureterostomy, two openings are also 
necessary, but they are closer together and more 
conveniently located. The major drawback to 
cutaneous ureterostomy has been the frequency 
of serious complications with the ureteral stoma. 
Up to this time, ureterosigmoidostomy has been 
the most widely used method of urinary diversion. 
It has the advantages that urinary and fecal con- 
trol are retained and no external collecting ap- 
pliance is necessary. Unfortunately, follow-up 
studies show that patients with ureterosigmoid 
anastomoses do not fare well.1:2 There often de- 
velop severe and progressive pyelonephritis and 
renal damage as well as certain electrolyte dis- 
turbances.? Efforts to improve the operation 
and lessen these complications have led to a bet- 
ter understanding of their mechanisms, but have 
not done too much to reduce their frequency be- 
cause the complications are inherent in the opera- 
tion itself.4 Pyelonephritis and renal damage oc- 


Read before the Florida Medical Association, Eighty- 
Third Annual Meeting, Hollywood, May 7, 1957. 


cur because the colon is loaded with bacteria 
which may reach the kidney either via the lym- 
phatics or by direct regurgitation because of high 
intraluminal pressures developed during defeca- 
tion. Electrolyte disturbances occur because of 
reabsorption while urine is being retained in the 
colon. 

As knowledge of the causes of failure of 
ureterocolic anastomosis developed, new proce- 
dures were devised to overcome these shortcom- 
ings. Basically, they have all followed the same 
pattern. Instead of transplantation of the ureters 
into the intact colon, they were placed into iso- 
lated segments of either the large or small bow- 
el.5.6 The advantages were that an isolated seg- 
ment of bowel could be rendered sterile, the area 
from which reabsorption could occur would be 
smaller, and intraluminal pressures would be nil or 
much lower. Of the various new operations pro- 
posed, Bricker’s procedure? has attained the 
greatest popularity (fig. 1). Bricker isolates a 
loop of ileum and anastomoses the ureters to the 
loop after closing the proximal end. The distal end 
is brought out through the abdominal wall as an 
ileostomy. There are many advantages to this 
operation. The ileal loop is short and isoperistal- 
tic, and acts only as a conduit so that urine does 
not remain long enough to permit reabsorption. 
Intraluminal pressures are low, and regurgitation 
does not occur even with the open mucosa to 
mucosa Cordonnier type of anastomosis. The 
ileum is relatively sterile and may be rendered 
sterile postoperatively. There is only a single ex- 
ternal opening, which is in a convenient location 
for the patient. At operation, the anastomoses 
are performed at skin level, permitting more ac- 
curate approximation of the ureter to the ileum. 
The great disadvantage is that an external urine- 
collecting appliance must be worn. 
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Indications 


The most frequent indication for ureteroileal 
anastomosis is malignant disease in which the 
bladder alone or together with other pelvic vis- 
cera must be extirpated. Less frequently, urinary 
diversion is indicated when the bladder is unable 
to retain urine either because of contraction, in- 
operable carcinoma, or fistula which cannot he 
corrected. It is also indicated in cases of ureteral 
obstruction which are not amenable to local cor- 
rection. It has been used in neurogenic vesical and 
ureteral dysfunction and it may provide the an- 
swer to some of the difficult problems when the 
bladder and ureter are unable to expel or propel 
their contents.* It is probably the procedure of 
choice in exstrophy of the bladder when pyelone- 
phritis and renal damage have occurred. Ureter- 
oileostomy has been successfully used in cases 
in which ureterosigmoidostomy was previously 
performed and the patients are having trouble 
with pyelonephritis or electrolyte disturbances. 

The preparation of the patient is the same as 
for any other elective small bowel surgery. Violent 
purgation is not necessary as the ileal contents 
are liquid and may easily be milked out of the 
segment to be used. Neomycin alone and in combi- 
nation with other antibiotics was used in the 
series of cases reported herein. The surgical 
technic of the operation has been described by 
Bricker? and will not be given here. 


Complications 


The morbidity, mortality, and complications of 
ureteroileal anastomosis are difficult to assess as 
this operation is often combined with other 
surgery and the patients frequently have malig- 
nant disease which may not be brought under con- 
trol. There were no operative deaths in the pres- 
ent series of five cases, and Bricker had no oper- 
ative mortality in 25 cases when ileal bladder 
substitution was performed without associated 
pelvic, surgery. In Bricker’s series of over 100 
cases, hydronephrosis occurred in 15 per cent 
when the pyelogram had been normal initially.9 
It regressed in many cases in which it was present 
in the beginning. In two cases in my series, 
pyelograms initially normal have continued to be 
normal. In one case, the pronounced bilateral 
hydronephrosis has shown improvement. Although 
there was an initially normal pyelogram in one 
case, severe hydronephrosis on the left side devel- 
oped which required nephrectomy. The other kid- 
ney continues to have a normal pyelogram. In 
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Fig. 1—An ileal segment is isolated from the main 
alimentary stream. Following closure of the proximal 
end, the ureters are anastomosed to the ileal segment 
while the distal end is brought through the abdominal 
wall as an ileostomy. 


one case, a mild hydronephrosis developed on the 
initially normal left side, but regression of severe 
hydronephrosis 


occurred on the right side. 





a) 


_ Fig. 2. Case 1.—Preoperatively, there was a normal 
kidney on the left side and severe hydronephrosis on 
the right side. 
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Fig. 3. Case 1.—Postoperatively, there has been con- 
siderable improvement on the right side while mild 
left hydronephrosis has developed. 


Bricker reported pyelonephritis in 15 per cent 
of his cases. He stated that it has been easily con- 
trolled with medication. In the present series, 
pyelonephritis requiring medication developed in 
only one case. The single patient who has died 
succumbed from urosepsis 17 months after oper- 
ation due to the formation of urinary calculi. 
Hyperchloremic acidosis and other acid base dis- 
turbances did not occur in Bricker’s series and did 
not occur in this series. In several cases there 
was abdominal cramping in the postoperative 
period, but obstruction requiring reoperation de- 
veloped in none. In one case, dermatitis developed, 
probably on an allergic basis, where the bag 
was attached to the skin. This was corrected by 
removing the bag and using a catheter in the 
ileostomy until the dermatitis healed. Since that 
time, the patient has worn elastoplast between 
the skin and the bag, and there has been no 
further trouble. 


Reaction of Patients 


The patient with the ileal bladder substitution 
is permanently committed to wearing a bag. Two 
questions immediately arise. One, how well do 
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the bags work? Two, how do the patients react 
to them? Fortunately, the answer to both ques- 
tions is favorable. In this series of cases, the 
Rutzen and Pierce bags were used. Both are 
glued to the skin and both have been satisfac- 
tory. The Rutzen bag must be made up to size for 
each patient and cannot be ordered ahead of 
time. The Pierce bag may be cut to size by the 
patient or physician and for this reason can be 
procured in advance and applied to the ileostomy 
at the end of the operation. The manufacturers 
of the bags recommend changing daily or twice 
daily. By a process of trial and error, most pa- 
tients have found it is satisfactory to change the 
bag every second or third day. The patient may 
bathe or shower without loosening the bag. 

The reaction of the patients to ileostomy and 
the bag has been gratifying. These patients 
have realized that they have a serious prob- 
lem and all have been willing to accept the 
necessary inconvenience. The patient with a vesi- 
covaginal fistula, who had been constantly wet, 
considered ileostomy a decided improvement over 
her former status. The patients with malignant 
disease all readily accepted ileostomy when they 





Fig. 4. Case 2.—Pyelogram made seven months post- © 


operatively, showing a- normal right kidney. 
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Fig. 5 Case 3.—Pyelogram made five months after 
operation showing urinary passages of normal morphol- 
ogy and function. 


were told it was the best way to take care of 
them, and so far none have regretted it. The pa- 
tients have quickly learned to use and take care 
of the bags. They are able to wear their normal 
clothing and resume normal activities. There has 
been no odor problem. 


Report of Cases 


Case 1—A 49 year old Negro woman had a large 
vesicovaginal fistula following radiation for carcinoma 
of the cervix. This rendered her incontinent, and the 
tissues about the fistula were such that local correction 
was not possible. Preoperatively, the left kidney was 
normal, and the right kidney was severely hydronephrotic 
(fig. 2). Ureteroileostomy was performed on April 16, 
1955. The patient did well postoperatively and quickly 
learned to use the bag. She was delighted at being dry 
again. Mild hydronephrosis developed on the left side 
while the dilatation on the right side regressed (fig. 3). 
The patient enjoyed good health until July 1956, when 
she had hematuria and fever. Excretion urography showed 
nothing new, and the trouble was presumed to be pye- 
lonephritis, for which she received Gantrisin. In Septem- 
ber 1956, renal failure and septicemia developed, and 
she died on September 12. Autopsy disclosed bilateral 
pyelonephritis due to renal and ureteral calculi. Unfor- 
tunately, these calculi were not evident in the pyelograms. 


Case 2.—A 51 year old Negro woman was subjected 
to cystectomy, urethrectomy, hysterectomy and ureter- 
oileostomy on Aug. 7, 1956, for carcinoma of the bladder. 
The preoperative pyelogram was normal. Following sur- 
gery, the pyelogram remained normal for the right side, 
but there was progressive hydronephrosis on the left 
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side which was treated by nephrectomy on September 
15. Since that time the patient has done well except 
for one episode of pain in the loin on the right side and 
fever, which responded to Gantrisin. She has adapted 
herself to the ileostomy and is performing her normal 
household duties. The pyelogram of April 1, 1957, 
showed a normal right kidney (fig. 4). Blood chemis- 
try determinations have remained normal. 

The hydronephrosis on the left side which 
occurred in these two cases was probably due to 
kinking of the ureter when it was drawn upwards 
behind the sigmoid. In the hope of giving the 
ureter a better blood supply, only a small opening 
was made in the mesosigmoid, and dissection of 
the ureter kept to a minimum. Since that time, 
a larger opening has been made in the mesosig- 
moid, and the entire course of the ureter visual- 
ized from the retroperitoneum to the ileum. This 
appears to have solved the problem, and there 
has been no further difficulty with the left ureter. 
Care is taken to preserve the adventitia and ves- 
sels about the ureter. 


Case 3A 63 year old white man underwent cys- 
tectomy and ureteroileostomy on Sept. 1, 1956, for car- 
cinoma of the bladder. The pyelograms were normal 
before surgery. Mild hydronephrosis was demonstrated 
roentgenographically on the eighteenth postoperative day, 
but the pyelograms have returned to normal (fig. 5). 
There was no pain in the loin following surgery, and 


r 





Fig. 6. Case 4.—Pyelogram made six months after 
operation showing normal kidneys and ureters. 
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ihe blood chemistry determinations have remained nor- 
mal. The patient quickly learned to use the bag and has 
resumed his normal activities. 


Case 4.—A 57 year old white man was subjected to 
cystectomy and ureteroileostomy on Oct. 5, 1956, for 
carcinoma of the bladder. The preoperative excretory 
urogram was normal. Urograms. made on the eleventh 
postoperative day and again on April 9, 1957, showed 
normal unobstructed kidneys and ureters (fig. 6). There 
has been no backache or fever. Blood chemistry deter- 
minations have remained normal. The patient manages 
the bag without difficulty and is able to conduct his 
normal activities. 


Case 5.—In a 67 year old white man with carcinoma 
of the prostate bilateral hydronephrosis developed due 
to invasion of the distal ureters by the prostatic growth 
(fig. 7). The ureters were transplanted to an isolated 
ileal loop on March 22, 1957. The constant preopera- 
tive pain in the loin was relieved. Before surgery, the 
nonprotein nitrogen was 65 mg. per hundred cubic cen- 
timeters. It fell to 38 mg. on the fourth postoperative 
day. Other blood chemistry determinations have re- 
mained normal. Intravenous urography on the thirteenth 
postoperative day showed more rapid appearance of dye 
and slight shrinkage of the renal pelves (fig. 8). The 
patient was discharged on April 6, 1957, and is now at 
home learning to use the bag. 


Summary 
A series of five cases is reported in which 
urinary diversion was accomplished by ureteroileal 


anastomosis and ileostomy. This appears to be 
the safest and most satisfactory type of urinary 





Fig. 7. Case 5.—Preoperative pyelogram showing ad- 
vanced bilateral hydronephrosis. 
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Fig. 8. Case 5.—Pyelogram made on thirteenth post- 
operative day already shows some shrinkage of the 
renal pelves. 


diversion available at the present time. With the 
possible exception of pyelonephritis, the compli- 
cations which occur are not inherent in the oper- 
ation and can be eliminated. External drainage 
is a disadvantage but not a contraindication. The 
patients do not feel that they are severely handi- 
capped and quickly adjust to the new method of 
micturition. They have been able to resume most 
of their normal activities and lead relatively 
normal lives. There have been no odor or esthetic 


problems. 
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427 West Duval Street. 
Discussion 

Dr. C. Burtinc Roescu, Jacksonville: It is per- 
haps apropos and quite characteristic that a general 
surgeon be asked to discuss this fine paper by Dr. New- 
man, since it has been the impetus of the general sur- 
geon which has brought about a continuing search for an 
acceptable method to use as a urinary bladder substi- 
tution. It would be presumptuous of me to discuss this 
procedure from personal experience since I have but 
four cases personally. I have, however, followed Dr. 
Newman’s cases and those of others in our community, 
and consequently have some familiarity with the prob- 
lem and this method of the solution of the problem. 

Dr. Newman has brought out beautifully the scientif- 
ic and technical aspects of this operation. I should 
like to dwell a little on the human aspect of the problem; 
the art of medicine, if you will, rather than the science of 
medicine. 

In my early years in surgery, I had the good fortune 
to work under Dr. C. D. Creevy, who was most interested 
in radical extirpation of the bladder for carcinoma and 
utilized bilateral cutaneous ureterostomies for urinary di- 
version. It was from this experience and other con- 
tacts with this procedure that I have developed a deep- 
seated antipathy toward cutaneous ureterostomy and the 
continuing postoperative complications which this opera- 
tion, in general, presents. This is particularly true when 
one has repeated contact with the patient who is hav- 
ing intermittent pyuria with fever and leakage of urine 
when the catheter plugs, when the patient lies down and 
there is no siphonage from the ureteral stoma, when 
granulation constricts the orifice, or when numerous other 
complications occur, all of which disturb profoundly 


even those patients who are not of a fastidious nature. 
Certainly, those patients with tender sensibilities are 
markedly depressed by the care of a bilateral cutaneous 
ureterostomy. It is here, I think, that this procedure 
offers its greatest help. 

More and more people are being submitted to more 
radical extirpative surgery as the result of our con- 
tinued attack on cancer. Of the 150 operations performed 
by Bricker and his associates since the inception of this 
method in 1950, 118 operations were performed for 
patients undergoing exenteration of the pelvic viscera, and 
only 32 for those in whom bladder substitution was in- 
stituted for other reasons. The rapid adoption of this 
operation is good testimony to its efficacy. I am sur- 
prised that it has not been more generally seized upon 
by the urologic members of our group, but rather that 
the general surgeons have pressed for its adoption. 

Recently, I attended a reunion at the Cornell Uni- 
versity-New York Hospital Medical Center and was 
surprised to hear the Chief of Urology, Dr. Marshall, 
state that he had not performed this operation. In the 
Surgical Department, however, Dr. William Barnes, a 
classmate of mine, has done so in many cases with great 
satisfaction, and is even now attempting to develop a 
water-tight connection to obviate the necessity of epi- 
dermal cement. 

Patients subjected to this procedure are happy pa- 
tients. They are relieved of the pain, the constant ne- 
cessity to void, getting up five, six, a dozen times a night 
to pass a few drops of urine or to leak constantly 
through a vaginal fistula. One has but to talk to patients 
in whom other procedures have been tried, and as a 
secondary measure have had the ureters placed in the 
isolated loop to realize what a boon this is to any 
patient who needs a substitution for the urinary bladder. 
Even the most uneducated person can be instructed in 
the simple care of this isolated loop, and thus far, the 
complications have been minimal in our experience and 
in that recorded in the literature. 

I have certainly enjoyed Dr. Newman’s fine presenta- 
tion and the opportunity to reiterate his recommenda- 
tion of the procedure for more widespread use. 
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Clinical Management of Traumatic Hyphemia 


Tuomas G. Dickinson, M.D. 
SARASOTA 


The management of traumatic hyphemia 
presents one of the most serious of ophthalmo- 
logic problems to the physician. Many eyes have 
been lost or have suffered serious functional im- 
pairment when a seemingly trivial contusion was 
complicated by late bleeding and secondary glau- 
coma. That many therapeutic approaches to 
this problem have been advanced over the years 
is tacit evidence that as yet no ideal cure has 
been achieved. 

Most hyphemias are small, and the bleeding 
is transient and spontaneously controlled by an 
equilibration between vascular and _ intraocular 
pressure, and by the contracture of the lacerated 
vessel. With the more severe hyphemias, how- 
ever, seen when a vessel of arterial size is dam- 
aged, particularly those near the root of the iris, 
the possibility of secondary hemorrhage occur- 
ring on the second to the fifth post-traumatic day 
is increased. The source of the secondary bleed- 
ing is probably from damage to the ciliary body 
rather than an iris vessel.! The slit lamp ap- 
pearance of the impaired eye often will not reveal 
the true nature of the injury, but if an iridodialy- 
sis is present or a gross rent in the iris, then one 
should be more expectant of complications. Sec- 
ondary hemorrhage is more common in adults 
than in children. Secondary hemorrhages also 
tend to be more profuse than the primary bleed- 
ing. Absorption of the blood takes place mainly 
from the anterior surface of the iris, and most 
uncomplicated hyphemias will be absorbed in 
from one to seven days, leaving no trace. 

The common early complications of traumatic 
hyphemia are secondary bleeding, secondary glau- 
coma and blood staining of the cornea. When the 
tension rises from secondary hemorrhage, the 
color of the blood turns from red to almost black. 
It is because of this appearance that the classi- 
cal term “eight-ball hemorrhage” has been ap- 
plied. Long term complications are posterior 


synechia; heterochromia of the iris, when the iris.. 


of the injured eye becomes darker because of 
hematogenous pigmentation; and more rarely, 





Read before the Florida Society of Opthalmology and 
Otolaryngology, Seventeenth Annual Meeting, Miami Beach, 
May 13, 1956. 


hemo-ophthalmitis, when breakdown products of 
blood pigment are noted in the aqueous and 
chronic degenerative changes spread throughout 
the globe. This late complication is rather rare, 
but, when’ present, often leads to a chronic, ir- 
ritable eye, ending in a sightless, hard, painful 
globe requiring removal. By far the most com- 
mon and the most serious of these complications 
is secondary glaucoma. 


Observations in Ten Cases of Hyphemia 


Ten cases of hyphemia have been studied. 
While this series is far too small for valid statis- 
tical analysis, some interesting observations may 
be noted. 

Table 1 indicates the pertinent clinical data 
of the 10 cases studied to show age, agent that 
caused the damage, visual acuity of the patient 
when first seen and at the time of discharge, 
complications, associated ocular lesions, and the 
day on which the hyphemia finally cleared from 
the anterior chamber. This table further sug- 
gests that the poorest visual results occurred in 
cases that were complicated with secondary 
bleeding accompanied by glaucoma. : This finding 
is in keeping with the observations of other 
investigators. 

It will be noted that in four cases there were 
serious complications, not inclusive of the asso- 
ciated ocular lesions. All cases were managed by 
the methods outlined herein. The uncomplicated 
cases need no further mention. The cases in 
which complications required additional therapy 
are discussed. 

Case 3 was that of an eight year old Negro 
boy who had been struck in the eye with a base- 
ball bat. He was not seen until eight days after 
the injury and stated that the eye had become 
acutely painful two days after the injury and 
had remained so. Atropine drops had been in- 
stilled shortly after the injury, and the child re- 
mained ambulatory. When first examined, the 
eye was hard and the anterior chamber entirely 


--black with hemorrhage. The anterior chamber 


was opened on the eighth day after the injury, 
and the clot was removed with a forceps. The 
pupil was found to be widely dilated and ad- 
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‘erent in that position. Air was instilled into the 
:nterior chamber, and no further bleeding was 
encountered after the surgery. The pupil has at 
10 time responded to miotics. There was a dense 
vitreous hemorrhage, which has cleared over the 
course of eight months. Optic atrophy is now 
present. The intraocular tension is now normal. 
The eye is painless but blind. 

In case 7, a severe secondary glaucoma de- 
veloped on the third post-traumatic day, unac- 
companied by a secondary hemorrhage. The 
glaucoma responded in four hours to intensive 
miotic therapy of Mecholyl and Prostigmine com- 
bined with Diamox, and remained controlled on 
Diamox alone. The eye effected an otherwise un- 
eventful recovery by the fifth day after the in- 
jury without surgical intervention. 

In case 9, in which there was a _ severe 
iridodialysis along with hyphemia, an episode of 
acute pain occurred in the eye on the third day, 
accompanied by secondary hemorrhage. The 
hemorrhage, however, did not fill the anterior 
chamber. Two to 3 mm. of iris was visible su- 
periorly at all times. There was no increase in 
intraocular tension. Slight additional bleeding 
occurred on the fourth day, but there was com- 
plete clearing of the chamber by the seventh day. 
There was no surgical intervention. 

In case 10, a tear in the iris was present near 
the pupillary border, and a severe secondary 
hemorrhage on the third post-traumatic day filled 
the anterior chamber with blood. This was ac- 
companied by secondary glaucoma that did not 
respond to miotics or Diamox. A _ paracentesis 
with irrigation was performed 10 hours after the 
secondary hemorrhage occurred. A large amount 
of black fluid blood and several clots were re- 
moved. Air was instilled, and the patient was 
returned to bed rest. Slow oozing continued from 
the area of the iris tear, but at no time was the 
anterior chamber filled with blood following sur- 
gery. Tension remained slightly elevated for 10 
post-operative days. By the twelfth postoperative 
day, the chamber had cleared, and the tension 
was normal. The postoperative management was 
identical to that of the uncomplicated cases in 
this series except for the addition of Diamox. 


Discussion of Treatment 


Duke-Elder? stated that in most cases of 
traumatic hyphemia absorption takes place satis- 
factorily with no treatment other than bed rest, 
sedation and bandaging. While this is certainly 
true, I believe it important for the physician to 
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be expectant of complications, at least through 
the treacherous first five post-traumatic days, and 
to keep a guarded prognosis. In this series the 
patients were hospitalized whenever possible and 
put at complete bed rest. Adequate sedation was 
given to minimize general bodily activity. Cer- 
tainly, temporary elevation of the vascular pres- 
sure brought about by activity would tend to 
increase the chance of secondary hemorrhage. 
Systemic sedation in children was heavy and was 
continued until adequate inactivity was obtained. 
The head of the bed was elevated 15 to 20 de- 
grees to promote settling of the blood inferiorly 
in the anterior chamber. Theoretically, this 
measure should help prevent posterior synechia 
unless the fluid level of the blood remains above 
the pupillary border. A binocular dressing was 
used on all patients in order to remove the incen- 
tive for ocular rotations and to decrease pupillary 
and ciliary activity by removing the stimuli of 
light and accommodation. In the very young, 
however, the fear engendered by binocular patch- 
ing, in spite of heavy sedation, often led to more 
thrashing and general activity than when the eye 
was left unpatched. Sand bags or rolled pillows 
were used on either side of the head to prevent 
the patient from turning to a facedown position. 

The question of the use of cycloplegics, such 
as atropine or homatropine, or miotics such as 
pilocarpine, or the use of no drops to alter the 
pupillary size gives rise to controversy. My- 
driasis, as recommended by Thygeson and Beard,! 
stops all movement of the uveal tract and im- 
mobilizes the edge of the laceration. Miosis, as 
advocated by Rychener,* opens the filtration 
angle and increases the iris surface for absorp- 
tion of the blood. It also partially immobilizes 
the edges of the wound, but it will cause some 
congestion of the uveal tract and theoretically 
could put the edges of the wound on a pull or 
stretch, thus promoting bleeding. In this small 
series, neither miotics nor mydriatics were used, 
except in case 3, in which atropine had been in- 
stilled prior to referral. It is thought that one 
can partially accomplish immobility of the uveal 
tract by binocular patching, while still preserving 
the larger iris absorption surface and a relatively 
open chamber angle. Certainly, if a mydriatic is 
thought to be indicated, and I believe that it is 
not, it should not be atropine but rather homat- 
ropine, the action of which can be reversed more 
easily. 

Regarding hot or cold compresses, hot com- 
presses would be contraindicated because of the 








possibility of effecting a vasodilatation that 
might promote secondary bleeding.’ It is ques- 
tionable if cold compresses actually are of bene- 
fit, and it would seem that the danger of the mild 
trauma incident to pressing on the eye while ap- 
plying the compress would more than offset the 
slight advantage of any vasoconstriction that 
might be effected. 

The benefit of vitamin K for bleeding in pa- 
tients with normal bleeding, clotting and pro- 
thrombin times has never been proved. It is not 
believed indicated unless there is an abnormality 
in the prothrombin time. Salicylates, however, 
tend to depress prothrombin production and 
should not be used for analgesia in these cases. 

Capillary fragility may play a role in sec- 
ondary hyphemia. New vessels are forming by 
the first, second or third day after the injury. 
Theoretically, then, vitamin C should be given 
prophylactically because of its role in the for- 
mation of intracellular cement. Theoretically, 
also, rutin or Quertine might be of value. Evi- 
dence has been presented by Schiller* that rutin, 
in doses of 50 to 75 mg. per kilogram, acts as 
a strong cutaneous vasoconstrictor. 

It is possible, therefore, that the effect of the 
vitamin P flavonoids on capillary fragility may 
be related to their ability to constrict minute 
blood vessels strongly. Quertine has the same 
physiologic effects as rutin.5 On this basis, 60 
mg. of rutin was given three times a day, along 
with 300 mg. of vitamin C. 

Control studies with carbazochrome (Adre- 
nosem) have failed to demonstrate any effect on 
diabetic retinopathy, capillary counts or capillary 
mobilization. No studies of its use in hyphemia 
have been reported. Peele’s studies? in post- 
tonsillectomy bleedings, however, suggested there 
may be some hemostatic activity. 

It is probable that no systemic hemostatic 
agents have any beneficial effect, but since Adre- 
nosem is without harmful side effects, I have 
elected to use it on an empiric basis in a dosage 
of 5 mg. three times a day for five days. 

Steroids, such as cortisone and ACTH, 
theoretically will cause a lowering of the clot- 
ting time and a delayed absorption time; hence. 
they are contraindicated. The mechanism of 
hyphemia is not that of the pathologic process 
of inflammation and would not be an indication 
for the steroids. 

Streptokinase and streptodornase (Varidase) 
and their role in the clearing of clots in the an- 
terior chamber have received some enthusiastic 
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reports in the literature. Doses of 15,000 units 
and over, however, have been shown to produce 
toxic sequelae in the anterior chamber of rab- 
bits. Further, in the rabbit there is no reported 
difference between the untreated and the treated 
eye with tolerated doses of Varidase.® These 
data suggest that in the light of present knowl- 
edge Varidase is not indicated in the treatment 
of hyphemia. 

In those cases complicated by secondary 
bleeding, the prognosis becomes poor. If the in- 
traocular tension rises, but the chamber is not 
completely filled with blood (that is, there is iris 
visible), one is justified in a trial of miotics, 
such as pilocarpine and eserine or Mecholyl and 
Prostigmine, along with Diamox systemically. 
When employing Diamox to lower the intraocular 
tension in these cases, one must consider the pos- 
sibility that Diamox, by decreasing intraocular 
fluid formation, may lessen the amount of blood 
washed out of the chamber per unit of time, and 
hence could theoretically slow up absorption of 
the hyphemia. DFP (Floropryl) should not be 
used because of the pronounced congestion it will 
cause. If the tension is not controlled within 12 
to 24 hours, irreversible blood staining of the 
cornea may develop. Early surgery is indicated, 
and I believe 10 hours should be the limit of con- 
servative effort. If the chamber is completely 
filled with blood and the tension is elevated, con- 
servative measures will probably not be effec- 
tive, and surgical delay would not seem justified. 
The eyes that suffer secondary hemorrhage 
usually have some resultant loss in vision, but 
often early surgical intervention will prevent loss 
of the eye. 

Simple paracentesis with gentle irrigation, re- 
peated often enough to control intraocular ten- 
sion until the blood begins to be absorbed, will 
often suffice to control the secondary hemorrhage. 
Irrigation should be minimal and it should not 
attempt to dislodge small tenacious clots on the 
iris, as to do so may reopen a bleeding vessel. 
The injection of an air bubble into the anterior 
chamber at the time of paracentesis will tend to 
promote clotting. 

Wilson and his co-workers!® advocated the 
routine use of air injection into the anterior 
chamber in all cases of traumatic hyphemia as 
a prophylactic procedure against secondary hem- 
orrhage. 

The air bubble acts as a cushion in the event 
of secondary glaucoma and helps keep the blood 
from actual contact with the corneal endothe- 
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lium. If this is to be done in a child, a general 
anesthetic would be required, and one must 
weigh carefully the suggested value of the pro- 
cedure against the dangers of possible post- 
anesthetic excitement or nausea and vomiting 
with their concomitant increase in intravascular 
pressure. One must also consider that in order 
to inject air into the anterior chamber in such 
cases one must of necessity disturb the balance 
between the intraocular pressure and intravascu- 
lar pressure. This disturbance could theoretically 
initiate secondary bleeding which might not 
otherwise have occurred. I would, therefore, not 
elect to use this procedure routinely. 

Hopen and Campagna!! reported some bene- 
ficial results with the use of trypsin intramus- 
cularly. The cases of hyphemia reported in their 
series were postoperative rather than traumatic. 
Their studies suggested that this enzyme may 
have a beneficial fibrinolysin-like effect on an- 
terior chamber hemorrhages, and is worthy of 
further investigation. It was not used in this 
series. 

If there is evidence of continued fresh bleed- 
ing at the time of paracentesis that does not 
cease within five minutes, Hughes! and Savory!* 
advocated thrombin irrigation of the anterior 
chamber. Human thrembin is used in a dosage 
of 5 to 10 units per milliliter. Bovine thrombin 
should not be used because of the danger of 
foreign protein reaction.'4 After the clot and the 
fluid blood are irrigated out, the anterior chamber 
is gently irrigated with the thrombin mixture for 
about one minute, until the bleeding vessel has 
clotted. I have had no firsthand experience with 
this procedure, but I believe that it is a logical 
adjunct to our “pharmamentarium” at the time 
of surgery, and worthy of trial. 

If there is a large clot in the anterior cham- 
ber, often paracentesis and irrigation will not 
dislodge or remove it. If allowed to remain, it 
may lead to posterior synechia formation and 
possibly even a late iris bombé, especially if the 
entire pupil is covered. In such cases, the clot 
may be removed by opening the anterior cham- 
ber. A small Graefe knife incision is made at 12 
o’clock. A knife is used rather than a keratome 
to avoid damaging the lens or the iris. This inci- 
sion can be enlarged with scissors. Postplaced 
corneoscleral sutures, three to four in number, 
are put in. The corneal flap is then held up and 
the clot grasped with a capsule forceps without 
teeth and removed. Any remaining blood is then 
irrigated out. The sutures are closed, and an air 
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bubble is instilled. This method has been most 
satisfactory in the removal of large clots. 


Summary and Conclusion 

Traumatic hyphemia is an extremely serious 
ocular condition. There is no general agreement 
in the literature regarding its management. 

Observations are made on a series of 10 cases, 
and various forms of treatment are discussed. 

The cases in this study were managed by the 
following routine for the first five post-traumatic 
days, except when complications indicated a 
change: 

(1) Hospitalization at complete bed rest. 
(2) Sand bags to the side of the head, and the 
bed elevated 15 to 20 degrees. (3) Adequate 
sedation to prevent general bodily activity. (4) 
Rutin, 60 mg., and vitamin C., 300 mg., three 
times a day. (5) Binocular occlusive patchinz. 
unless the patient is tco young to make this prac- 
tical. (6) Adrenosem, 5 mg., three times a day. 
(7) No drops in the eyes. 

If secondary hemorrhage occurs, strong miotics 
are indicated accompanied by systemic adminis- 
tration of Diamox. If the anterior chamber is 
completely filled with blood, immediate surgery 
is indicated. 

Paracentesis with gentle irrigation and air in- 
stillation is the preferred primary procedure. If 
this is unsuccessful, corneal section with mechani- 
cal removal of the clot may be employed. Throm- 
bin irrigation is worthy of consideration. 

After the direct effects of injury have quieted 
down and the danger of further hemorrhage has 
passed, the pupil should be dilated and the fundus 
carefully inspected for evidence of retinal detach- 
ment or other residual damage to the fundus. 
for his critical 


I am indebted to Dr, Irving H. Leopold 


1eview of this paper before publication. 
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Highlights of Second International 


Congress for Psychiatry 
Zurich, Switzerland, Sept. 1-7, 1957 


I. LEo FIsHBEIN, M.D. 
MIAMI BEACH 


After a long interim of seven years since the 
First International Congress was held in Paris in 
September 1950, the Second Congress began its 
serious work in the cultured and friendly climate 
of cosmopolitan Zurich, which has been, since the 
Bronze Age, a center for civilized man in the arts 
and sciences. It remains today a great city de- 
voted to the liberal spirit and welfare of its citi- 
zens and attuned to its many visitors from all over 
the world. 

In this cheerful and dedicated atmosphere 
the Second Congress began its stimulating delib- 
erations. About 3,000 members from 64 countries 
were there, most of them coming from Europe 
and the Americas. Every continent was repre- 
sented, from Iceland to South Africa and from 
Israel to Australia. Russian colleagues were con- 
spicuous by their absence. Polish, Bulgarian, 
Czech and Yugoslav psychiatrists were present 
and active in the seminars. 

One hundred and thirty papers were read at 
the plenary sessions. Forty symposiums, besides 
section sessions and discussion groups, were in- 
corporated in the proceedings. Five official lan- 
guages were employed: German, French, English, 
Spanish and Italian. More than half of the 
speakers spoke in several of these languages. Some 
simultaneous translations were available. 


Theme and Aims of the Congress 


Wisely and judiciously, the Congress chose 
one main theme, “The Present Status of Our 
Knowledge About the Group of Schizophrenias.”’ 
Many organizations and individuals helped in the 
financial and supportive activities so necessary 

From the Departments of Psychiatry, Jackson Memorial Hos- 


ital, Miami, Veterans Administration Mental Hygiene Clinic, 
iami, and Mt. Sinai Hospital, Miami Beach. 


for such a great international undertaking. Many 
sponsors shared in the expenses, among them 
American firms and foundations such as the 
Aquinas Fund, Schering Corporation, Scottish 
Rite Masons, Smith, Kline & French Laboratories, 
Squibb Institute for Medical Research, Wallace 
Laboratories, Wyeth Laboratories, and Burroughs 
Wellcome & Co. 

Dr. Manfred Bleuler, son of the late esteemed 
Swiss psychiatrist, Eugene Bleuler, delivered an 
inspiring and forceful address on the aims and 
theme of this Congress. He emphasized the great 
responsibilities psychiatrists have in trying to 
solve one profound problem of mental illness, 
schizophrenia. He pointed out that this regressive, 
destructive process, disintegrating the personality 
and distorting reality relationships, afflicts one 
per cent of the human race, respecting neither 
class, position nor national boundaries; that the 
etiology, terminology and therapeutic procedures 
in different areas of the world are still in dispute, 
because of the magnitude of the problem as well 
as differences of communication in the various 
languages. This Congress, he said, needed great 
courage in absorbing the knowledge and under- 
standing of the bewildering enigma loaded with 
psychopathologic, physiologic and hereditary in- 
tricacies that seem so inaccessible. 

Dr. Bleuler deplored the tragic negligence of 
the treatment of schizophrenic patients of all 
ages. He lamented society’s terror of the malady 
by wishing it away or condemning the afflicted 
because they became sick. “Reflect and do not 
doubt; we are proud to obtain comprehension of 
this dread disease and a treatment does exist! 
We are constantly present at their suffering! Our 
common task is the heroic effort to aid all schiz- 
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ophrenics everywhere, not only those in favor- 
able clinics!” 

Dr. Bleuler found recompense in sharing the 
common language of psychiatric colleagues dedi- 
cated with determination, audacity and sacrifice 
to wipe out this scourge of humanity. This Con- 
gress was united in rendering understanding and 
encouragement in the great battles ahead, in mo- 
bilizing society to take its full responsibilities to- 
ward the mentally ill. 

His stirring remarks were profound. “The 
schizophrenics are like ourselves, with all the 
human aspirations and hopes! Their poignant 
experiences need to be shared and evaluated. Their 
dissociative personalities need to be restored to 
sanity. We must demand more from society 
which must not now close its eyes with indiffer- 
ence, ignorance, mockery, or contempt!” 

In continuing, he explained that the life his- 
tory of the schizophrenic is as important in ther- 
apy as the detailed study of the family back- 
ground. Re-education of those associated in the 
familial setting is imperative. The illness has 
either an hereditary predisposition on a psychody- 
namic development of the personality and a spe- 
cific release situation. It is not enough to provide 
big institutional buildings and smother the sick 
by their structural magnitude. The tragic ac- 
cumulation of events needs to be analyzed and 
understood, and unfavorable human relationships 
need to be changed. Metabolic disturbances do 
not often play an important role in the develop- 
ment of schizophrenia, which manifests a severe 
alteration of the psyche with depersonalization, 
dissociation, regression, hallucination and delu- 
sions. Resignation about this illness has a de- 
moralizing effect on humanity everywhere. Each 
human personality is different and needs to be 
understood. The myriad problems of human 
growth development and relationships need clarity 
and equanimity. Integrated research is a must. 
The newer chemicals are ancillary in the total 
aspect of restoring the mentally sick to good 
health and further usefulness as individuals. Fi- 
nally, he stated, the unanimity of purpose of this 
Congress transcends boundaries of languages, na- 
tions and people. The personality needs a more 
favorable soil for proper development. 

Dr. Jean Delay, of Paris, on behalf of the In- 
ternational Organization of World Congresses 
for Psychiatry, spoke of the great liberation of the 
mentally ill which began in the seventeenth and 
eighteenth centuries and of the great work done 
by Swiss psychiatrists. 
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A great leader, himself, in modern French 
psychiatry and a prominent organizer of the first 
psychiatric congress in 1950, he praised the mem- 
ory of Eugene Bleuler and the fruitful work done 
by various groups in many countries. “Your 
presence here as men of science, dedicated to 
human suffering everywhere, with all points of 
view and new enriched directions, is further evi- 
dence of the unified success of this congress.” He 
anticipated for all of us rich memories of Zurich 
as we had experienced in the Paris meeting. 


World Mental Health Year — 1960 


Dr. A. Repond of Malenoz, Switzerland, a 
great devoted friend of world psychiatry and a 
frequent visitor to Florida and American psychiat- 
ric group meetings, was proud to have his native 
land serve as host to such a distinguished array 
of psychiatrists gathered in Zurich. He sincerely 
felt psychiatry had progressed faster in the last 
50 years than at any other time in human history. 
He had a word of caution for those living in a 
period of elation with new chemical discoveries 
that were promising much for the mentally ill. He 
requested that some consideration be given to 
the inside world of human beings, while the world 
was going through the geophysical era. He fer- 
vently hoped that the psychiatrists, in all coun- 
tries, would take leading roles to make 1960, the 
World Mental Health Year, a great success. This 
fascinating and powerful project, he said, is being 
sponsored by the World Federation of Mental 
Health. 


Welcome to Switzerland 


Dr. W. Konig, Lord Mayor of Zurich, in wel- 
coming the distinguished assemblage in his charm- 
ingly official manner, sounded the keynote. “The 
more that is done, the more there is to be done! 
My greatest wish is that you help sick human be- 
ings become well again!” His city had for many 
long years accepted the great challenge and re- 
sponsibilities of its citizens in need of psychiatric 
help. Everywhere one went in Zurich, there were 
interesting signs, “Die ruhige Stadt hat weniger 
Kranke”—“The quiet city has fewer sick people.” 
It could serve as a beacon for all metropolitan 
centers. Noise, discord, ignorance and poverty 
were disharmonies civilized man could do with- 
out. The Zurich Chamber Orchestra conducted 
by Edmond deStantz, enhanced the opening ses- 
sion. 

Dr. J. Wyrsch of Stans, Switzerland, welcomed 
the delegates in his excellent Spanish, commenting 








that Switzerland had four official languages: Ger- 
man, French, Italian and Romansch. Yet in such 
a possible Tower of Babel confusion, there were 
unity and equilibrium in the tremendous tasks to 
improve psychiatric procedures on an international 
scope. 

Dr. E. Gobbi of Mendrisio, Switzerland, for 
the organizing committee, welcomed the Italian 
colleagues in their native tongue, hoping that the 
delegates would come closer to the comprehen- 
sion of the dynamics of the psyche and apply 
them to the benefit of mankind. He declared 
that Switzerland wanted tourists to come and 
share the bounties nature had bestowed on his 
homeland. 


In Commemoration 


The commemorative session of September 1, 
1957, will long be cherished by those who heard 
the distinguished addresses by Dr. Hans Hoff and 
Dr. E. Stransky, both of Vienna, Austria. They 
reminisced about their associations as assistants 
under the great Julius Wagner Ritter Von Jau- 
regg. His centenary was now being celebrated 
with that of Eugene Bleuler. 

Four distinguished and beloved colleagues, 
very active in world psychiatry, were given a me- 
morial tribute: Dr. E. Koffsky of Poland, Dr. 
F. Fromm-Reichman of Washington, D.C., Dr. 
Braumel of Germany, and Dr. F. Morel of Gene- 
va, Switzerland. 

Dr. Hoff, in his erudite scholarly fashion, re- 
called historical details of the eminent professor 
and humanist, Von Jauregg. He was one of the 
first experimenters in general metabolism and 
thyroid disturbances. In 1835, in Austria, this 
great physician presented excellent results with 
thyroid medication in cretinism and myxedema, 
in spite of the adverse criticisms of his colleagues. 
He received the Nobel Prize in 1927 for his work 
in freeing many patients from progressive paral- 
yses with typhoid and malaria fever treatment. 
His devotion to the sick was phenomenal. “His 
inner life was vivid and warm. All science to him 
had one direction, to help all people!” 

Dr. Stransky, a young and enthusiastic octo- 
genarian, presented an intimate personal picture 
of the fascinating Von Jauregg, who was more 
than a professor. He was an original character, 
great and spiritual. Von Jauregg looked like a 
woodcutter, rustic and sportsmanlike. He spoke 
his languages in brogue. He was tolerant and 
generous and guided his students and assistants. 
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He was too noble to elevate himself by lowering 
the prestige of others. He cared little for publicity, 
preferring to share the goodness for its own re- 
wards and achievements. Even though he dif- 
fered from Freud about certain views, he gave 
Freud a professorship at his university. Only re- 
cently have his originality and greatness been rec- 
ognized. “Jauregg will never have a rival! He 
was one of the last, and we shall never see the 
like!” The spirit of Jauregg is fully embodied in 
rich fragrance and warm devotion in these two 
distinguished orators who have presented ein 
Mensch! 

Dr. Klaesi presented Eugene Bleuler as a 
man who had a remarkable attitude and admira- 
tion for working with sick people. He had respect 
for all and was always ready to learn something 
from everyone, from the simple to the profound. 
He was never fully satisfied, sought the truth in 
all matters and avoided partisanship. He culled 
ideas constantly on little cards, any time of the 
day or night. “He was a great teacher and educa- 
tor and was fully aware of all the enigmas of his 
time.” His distinguished son, Manfred Bleuler, 
of Zurich, is endeared to world psychiatry in the 
revered footsteps of his illustrious father. It is a 
proud heritage of devoted service to humanity. 

Three distinguished colleagues, J. Delay, H. 
Ey of Paris, and O. Diethelm of New York, were 
presented honorary degrees of Doctor Honoris 
Causa by Dean Rossier of the Zurich University 
Faculty of Medicine for their prodigious efforts in 
organizing and handling the affairs of the first 
Congress in Paris. The assembled members warm- 
ly applauded such a gracious honor given to psy- 
chiatry by our host city. 

Dr. Ludwig Binswanger of Kreuzlingen, Switz- 
erland, discussed existential analytic interpreta- 
tion with special reference to schizophrenia and 
its victims. He reminded his colleagues that these 
sick people had misguided ideals and that they 
were not able to handle themselves. They lacked 
the feeling of personal worth; their lives were full 
of the inadequacies and inabilities to cope with 
responsibilities inherent in the growth pattern of 
maturity. His therapy was directed toward guid- 
ing the patient back to new roles once again in 
adapting methods that could efficiently deal with 
reality without excess anxieties. Man could better 
learn to understand himself as well as his environ- 
ment. 

Dr. H. C. Ruemke of Utrecht, Holland, gave 
a clinical differentiation within the group of 
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schizophrenia. He emphasized the impaired judg- 
ment and the reduced mental powers of the sick. 
He was optimistic about getting these patients 
well, and felt confident there was no obsolete or 
secret cure. The intuitive feelings and helpfulness 
of the psychiatrist could make the difference be- 
tween success and failure. The hopeful goals lay 
in clinical psychiatry. 


Views of Schizophrenic Treatment 


Drs. E. Stroemgren, V. Lunn and T. Vangaard 
of Denmark presented the varied views of schiz- 
ovhrenic treatment in various clinics involving 
details of the delicate doctor-patient relation- 
ships. They were emphatic about the importance 
of the doctor’s subjective judgment and com- 
prehension about the mentally ill. Introspection 
of his own reactions in dealing with the difficult 
emotional manifestations was essential as the 
needs for gratification, proper object relationships, 
feelings of identity, and narcissistic proclivities 
manifested even in the normal. The regressive 
and often infantile distortions, the withdrawal 
patterns, the unusual cravings, the hostilities and 
bitterness—all needed proper evaluation. 

Dr. Charles Savage of Bethesda, Maryland, 
delivered an excellent and stimulating treatise con- 
cerning analytic treatment of the schizophrenic. 
The earlier the patient was seen, the better was the 
prognosis. Countertransference was a legitimate 
important area of inquiry in therapy since identi- 
fication had to be more intense. The therapist 
would experience the patient’s anxiety as his own, 
perhaps also showing primitive or controlling de- 
fenses. Alert observations of every description 
needed to be evaluated. Unresolved unconscious 
conflicts of the therapist, his infantile and magic 
omnipotence, his guilt and sensitivities—all these 
needed to be handled, in the slow, erratic and often 
nonapparent progress shown in handling the schiz- 
ophrenic, toward achieving sufficient ego strength 
and identity, and giving him the gratifications 
he probably never had. 

Drs. D. W. Abse and J. A. Ewing of Chapel 
Hill, N. C., presented some of the lessons learned 
in treating schizophrenics. The patients resisted 
reality-proving methods since they had become 
overwhelmed by their own inabilities to cope with 
reality. Uncovering and interpreting the uncon- 
scious motivations gave support and relief to 
these patients. The distorted object-world became 
a bit clearer. Repressed instinctual impulses were 
allowed to flow more freely in socially directed 
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channels. The therapist was the patient’s repre- 
sentative of reality, and needed to follow with 
freedom from anxiety the swinging back and forth 
of the inner defenses that the patient presented. 


Treating Schizophrenic Children 


Drs. Mildred Creak of London, England, and 
Lauretta Bender of New York City shared in the 
erudite symposium of childhood psychoses. Dr. 
Bender reiterated it was difficult to make decisions 
about the maturation of children by two years of 
age. or perhaps even up to five years of age. 
Quite often the child might be able to overcome 
his provocative behavior deviations in these early 
years. After five it might be a question of accel- 
eration or regression of the developing processes. 
The difficulty often came in either the normal de- 
fective lag seen at all levels or in the general back- 
wardness. ‘“‘Was the boy dim because he was mad 
or mad because he was dim?” Was his vulner- 
ability of genetic origin or environmentally pro- 
duced? Both emphasized that a backward child 
was not necessarily a regressed child. Hasty ex- 
planations could cause untold misery for those 
intimately associated. Children who had fear of 
space and object-relationships, rigidity, inappro- 
priate emotional reactions, incoordinations, re- 
gressions, severe anxieties, and reluctance to leave 
each maturation phase for the next needed to be 
carefully studied for evidences of personality frag- 
mentation and dissociative relationships. 


Other Treatment 


Various discussants gave their experiences with 
insulin and convulsive therapy in treating schiz- 
ophrenic children in their hospitals and clinics. 
Many emphasized the terrible home environment 
of these children. Insulin seemed to make many 
of them more accessible for therapy. Ancillary 
training methods were so necessary in the total 
aspect of therapy. The speakers lamented the old 
refrain, “Leave him alone and he'll grow out of 
it.” Too often such delays have made permanent 
cripples out of those who could have been restored 
to full health. Blindness was not only reserved 
for good parents and well-wishing friends, but of- 
ten iatrogenic neglect was costly in later years. 

Drs. D. E. Cameron and S. K. Praude of Mon- 
treal, Canada, presented case material of chronic 
paranoid schizophrenics who were treated with 
prolonged chemical sleep, from 30 to 60 days, 
using chlorpromazine and barbiturates. They 
were accompanied by extensive use of shock treat- 
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ments which were gradually reduced as rehabili- 
tation methods were instituted. After the patient 
was transferred to ambulant service, he was given 
one shock treatment a week for the first month, 
and then one a month for the next two years. At 
this time his progress was reviewed and if good, 
treatment was ended. During the two year period 
psychotherapy was continued on a limited rela- 
tionship basis. If relapses did occur, shock treat- 
ments were administered on an ambulant basis. 
They agreed that results were less favorable for 
chronic cases than for early cases. 

Dr. O. Diethelm of New York City reviewed 
the course of schizophrenics whose illnesses were 
followed in and outside of hospitals for 30 years. 
Some began with an acute paranoid excitement 
in the form of a panic followed by a hebephrenic 
picture and terminated in simple deterioration. 
Others started with depression or catatonic excite- 
ment. Clinical observation and psychologic studies 
indicated the far reaching effect of the monotony 
of the well regimented hospital life. Deteriorated 
apathetic schizophrenics responded positively to 
those who were more socially active. 

Dr. C. G. Jung of Kusnacht, Switzerland, 
presented a paper on schizophrenia emphasizing 
the disintegration of perception, the compensatory 
character of pathologic content, the loss of com- 
pactness, the distorted relationships, the frequent 
regression to archaic association forms, the lower- 
ing of the conscious threshold and the discon- 
tinuity of apperception. He was warmly applaud- 
ed as an Elder of psychiatry. He looked vigorous 
at eighty. 

Drs. N. S. Kline and J. S. Saunders of Or- 
angeburg, N. Y., indicated that the newer group 
of pharmaceuticals, the tranquilizers, were being 
used during the last several years with amazing 
results in reducing the hospital stay of patients 
as well as preventing many from coming into the 
institutions. It was a small but important step 
in dealing with the problem of almost 750,000 
hospitalized mental patients. Sedatives, hypnotics, 
muscle relaxants, and ataractics of many forms 
were producing results that needed further re- 
search evaluation. 


Social Therapy of Schizophrenia 


Dr. E. E. Krapf, long an ardent worker for 
world psychiatry and now with the United Na- 
tions Organization in Geneva, Switzerland, demon- 
strated the social therapy of schizophrenia. The 
therapeutic goal was either to modify the sick 
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person to a better contact with the world of real- 
ity, or to introduce beneficial changes in the family 
and work environment so that the patient could 
develop a greater adaptability of usefulness in 
society. The modification of certain primitive be- 
havior patterns needed further elaboration. 
Changes in social behavior depended on social 
experiences. The therapist and the patient con- 
stituted always a “society of two.” Social be- 
havior changed as social confidence improved. 
Society could well look into its own mirror and 
see what could be done to lessen stress and 
struggle and competition among its groups. 


Schizophrenia Among Primitive Peoples 

Dr. T. A. Lambo of Abeokuta, Nigeria, made 
observations of schizophrenia among primitive 
people who first presented psychoneurotic-psy- 
chotic overlays, such as confused episodes, twi- 
light states, affective exaggerations with impo- 
tence, sexual aversion and homosexual wish-fan- 
tasy dreams. In most primitive cultures latent 
manifestations were usually overlooked, especially 
when abnormal behavior was devoid of aggression 
and antisocial trends. Those patients who were 
brought to town clinics showed clearcut schizo- 
phrenic features. 

Dr. L. Mars’ paper on schizophrenia in Haiti 
was received with great interest since Dr. Mars 
has been studying the problem of ethnopsychiatry 
for many years in his own country. It was my 
great privilege in visit him in Port au Prince in 
1953 and discuss with him many facets of his 
research. The peasants who formed 80 per cent 
of the population showed in their delusions a 
cultural African content with gods and devils. 
The urban people evoked the Christian God, 
electricity, radio and other western civilization 
elements. Schizophrenia was widespread in the 
economically and culturally unstable middle class 
and accounted for one third of all mental illnesses 
there. 

It is impossible to elaborate further upon the 
other excellent speakers and their illuminating 
discussions for lack of space. A short historical 
background of psychiatric progress in the last 
several hundred years is presented to help reac- 
quaint the reader with the constant march of 
various medical disciplines in healing the sick. 

The guided tour through the Zurich University 
Medico-Historial Collection, arranged and con- 
ducted by a former University of Wisconsin pro- 
fessor, Dr. E. H. Ackerknecht, provided a memor- 
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able afternoon. It was interesting to learn that 
a Zurich general practitioner, Dr. G. A. Wehrle, 
had, as a hobby, collected medical curiosities all 
his life. The University of Zurich purchased his 
collection in 1932 and housed it in the Tower of 
the University where it was now seen by the dele- 
gates with warm enthusiasm. In 1951, the Insti- 
tute for Medical History was established in Zurich. 
This collection was unique for the German part of 
Europe and similar collections could be seen in 
London and Copenhagen. I am indebted to Dr. 
Ackerknecht and his able staff for much of the 
historical material reviewed. 


History of World Psychiatric Progress 


1. Celsus, Aretaeus and Soranus wrote extensi- 
vely of psychiatric disorders in Latin. 

2. Jan Wier, Paracelsus and Felix Platter began 
the renaissance of psychiatry in the sixteenth 
century, attacking the witch delusions of the 
Middle Ages. 

3. Sydenham and Willis wrote mostly in the 
field of neuroses hysteria in the seventeenth 
century. 

4. Prefect and Benjamin Rush influenced the 
philosophy of enlightenment of the mentally 
ill in the eighteenth century. Others promi- 
nent during this period of liberating the in- 
sane from their chains were the following dis- 
tinguished psychiatrists: 

Abraham Joly—Genf, 1787 
Vincenzo Chiarugi—Toskana, 1788 
Philippe Pinel—Paris, 1793 

William Tuke—York, 1796 

Johann Langermann—Bayreuth, 1805 

5. The French School, founded by Pinel, domi- 
nated treatment in the first half of the nine- 
teenth century. It was continued by his 
pupils, Ferrus and Esquirol. The pupils of 
Esquirol — Geroget, Leuret, Falret, Voisin, 
Foville, Calmeil Baillarger, and Moreau de 
Tours—all shared in furthering the humani- 
tarian aims of their predecessors. 

6. Antoine Laurent Boyle (1799-1858) was the 
first to describe general paresis as a distinct 
entity in 1822. 

7. Benedict Augustin Morel (1809-1873), a 
friend of Claude Bernard and a pupil of 
Falret, was the creator of the influential “de- 
generation-hypothesis of mental disease” in 
1857. 
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8. Johann Christian Reil (1759-1813) was one 
of the pioneers in German psychiatry. In the 
first half of the nineteenth century this psy- 
chiatry was divided into the two schools of 
“psychism” represented by J. Heinroth 
(1773-1843) and “somaticism” represented 
by M. Jacobi (1775-1858) Wilhelm Grie- 
singer (1817-1869), of the University of Zu- 
rich, received his fame for clinical studies 
of the somatic and psychologic syntheses in 
mental illness. 

9. Eugene Bleuler (1857-1939), professor of 
psychiatry from 1897 to 1927, created the 
term schizophrenia. 

10. Karl Ludwig Kohlbaum (1828-1894) and his 
protagonist, Emil Kraepelin (1856-1926), 
were pioneers in the modern clinical classifi- 
cation of psychoses. Both showed keen in- 
sight into mental diseases. 

11. Julius Wagner von Jauregg (1857-1940) 
opened up a new era of somatic treatments 
for mental diseases through his malaria fever 
treatment of general paresis. 

12. J. M. Charcot (1825-1893) and H. M. Bern- 
heim (1873-1919) opened up new research 
studies of neuroses, hysteria, and hypnosis. 
Pierre Janet (1859-1947) and Sigmund Freud 
(1856-1936), both strongly influenced by 
Charcot, were the leaders of the two modern 
schools of psychotherapy. 

13. G. M. Beard (1839-1922) coined the term 
“neurasthenia” and was one of the foremost 
students of neurasthenia in the nineteenth 
century. 

14. Joseph Breuer (1842-1925) aided in the crea- 
tion of psychoanalysis, which will always be 
associated with the names of Freud, Adler, 
Jung, Abraham and others intimately asso- 
ciated with this movement. 

I look forward with much enthusiasm to the 
next international psychiatric congress, perhaps 
in the Americas in 1962. My psychiatric col- 
leagues all over the world will again get together 
at that time and share in the total experiences of 
their own lives one common task—to help make 
mentally sick people well and create a better 
world for all of us. To this goal, psychiatrists and 
all men of science must devote their energies and 
lives in harnessing the good of science to con- 
struct a better world and not to destroy it. 


420 Lincoln Road. 
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ABSTRACTS 


Molar Sodium Lactate Compared with 
Electrical Stimulation in Cardiac Arrest. 
By Leonard M. Silverman, M.D., and Herbert 
Eichert, M.D. J. A. M. A. 164:1209-1211( July 
13) 1957. 

A case is reported which presents a unique 
instance of successful restoration of ventricular 
rhythm by the use of molar sodium lactate in a 
patient with ventricular arrest who was being 
kept alive by means of artificial electrical stimu- 
lation. Relatively small doses of molar sodium 
lactate solution were completely ineffective as a 
substitute for the artificial pacemaker in main- 
taining ventricular activity. Large amounts of 
molar sodium lactate solution, however, were 
found to be equally good if not better than the 
artificial pacemaker in maintaining a durable 
rhythm. General clinical improvement was much 
more striking with molar sodium lactate solution 
than with the pacemaker. It would appear that 
molar sodium lactate may be an adjunct to or 
may be used instead of electrical stimulation to re- 
store idioventricular beating. 


Surgery in Pulmonary Tuberculosis: The 
Problem of the Poor-Risk Patient. By Nelson 
H. Kraeft, M.D., and L. Ovelia Linton, M.D. 
Am. Surgeon 22:1207-1214 (Dec.) 1956. 

A significant and increasing number of pa- 
tients with pulmonary tuberculosis are encoun- 
tered in whom the application of surgical treat- 
ment must often be compromised because of fac- 
tors which increase the individual surgical risk. 
Such factors as (1) the increasing incidence of 
pulmonary tuberculosis in older people, (2) ef- 
fective chemotherapy which permits survival with 
extensive disease residua of patients previously 
doomed, and (3) the significant number of pa- 
tients with associated but unrelated pathologic 
processes necessarily indicate groups presenting 
increased surgical risk. The use in these groups 
of surgical measures less precise than excision but 
offering considerable hope of salvage from a pre- 
carious balance of chronic invalidism is here 
discussed. 

Experiences with patients presenting poor 
operative risk in a series of 170 cases are con- 
sidered. The use of bilateral resection, thoraco- 
plasty with and without cavitary drainage and 
subcostal plombage in selected cases is discussed. 
The minimal disturbance of respiratory function 


in the last group was striking. The results gener- 
ally were encouraging except in the group treated 
by subcostal plombage. Since these were mainly 
salvage procedures, the successes warrant further 
trial of the procedure in similar patients in the 
future in the opinion of the authors. They con- 
clude that the problem of the poor risk patient 
with pulmonary tuberculosis will be solved by 
earlier recognition of the disease with its occur- 
rence in the older patient kept in mind, by better 
and continued therapy, and by closer attention 
to the patient’s socioeconomic problems involved 
by the disease. They conclude further that when 
pulmonary excision is not deemed feasible, per- 
manent collapse measures are worthy of trial. 
A prerequisite for success is a patient with rea- 
sonably good resistance to the disease and one 
who will adhere to the therapeutic regimen. 


Cutaneous Papillomas of the Neck. 
PAPILLOMATOUS SEBORRHEIC KERATOSES. By 
Morris Waisman, M.D. South. M. J. 50:725-732 
(June) 1957. 

The histopathologic findings in a common skin 
lesion about which there is varying opinion as to 
etiology and classification are here described. 
Clinical and histopathologic features of the com- 
mon cutaneous papillomas, or tags, of the neck, 
chest and eyelids are reviewed. The frequent 
association of seborrheic keratosis and cutaneous 
papillomas and the suggestive transitions of one 
form into the other prompt the impression that 
the papillomas are modified seborrheic keratoses. 
Histopathologic alterations of small papillomas 
resemble those of early lesions of seborrheic kera- 
tosis. There is a dichotomy of larger cutaneous 
papillomas into epidermal and fibrous forms, de- 
pending upon which tissue element predominates. 
It is suggested that possibly hormonal factors, 
such as those attributable to physiologic over- 
activity of the anterior lobe of the pituitary 
gland and the adrenal cortex, play a role in this 
formation. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 
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House of Delegates 
Proceedings of Called Meeting 


George Washington Hotel, Jacksonville, 
December 8, 1957 


A called meeting of the House of Delegates 
of the Florida Medical Association convened in 
the Ballroom of the George Washington Hotel, 
Jacksonville, at 9:25 a.m. on Sunday, December 
8, 1957, with President William C. Roberts pre- 
siding. 

Dr. Ralph W. Jack, Chairman of the Cre- 
dentials Committee, announced that a quorum 
was present, 95 delegates being registered. (Sub- 
sequent report of the Credentials Committee 
showed 101 delegates registered.) 


Delegates 


ALACHUA—Henry J. Babers Jr., Walter E. Murphree 
(Absent—F. Emory Bell). 

BAY—(Absent—Harold E. Wager) 

BREVARD—Thomas C. Kenaston, Arthur C. Tedford 

BROWARD—Julius F. Boettner, Burns A. Dobbins Jr., 


Anthony C. Gelluccio, John H. Mickley (Absent— 
Norris M. Beasley, Richard A. Mills, Paul G. 
Shell) 


COLLIER—(Absent—Daniel B. Langley) 

COLUMBIA—Louis G. Landrum 

DADE—James L. Anderson, Edward R. Annis, Jack Q. 
Cleveland, L. Washington Dowlen, James J. Hutson, 
Ralph W. Jack, Donald F. Marion, John D. Milton, 
Warren W. Quillian, Hunter B. Rogers, Walter W. 
Sackett Jr., William M. Straight, Jack L. Wright 
(Absent—M orris H. Blau, Reuben B. Chrisman Jr., 
Francis N. Cooke, Vincent P. Corso, Edward W. 
Cullipher, Robert F. Dickey, M. Jay Flipse, Milton 
S. Goldman, Maurice M. Greenfield, W. Tracy 
Haverfield, James W. Holmes, R. Spencer Howell, 
Joseph T. Jana Jr., Walter C. Jones, David Kirsh, 
Alfred G. Levin, T. D. Sandberg, Ralph S. Sappen- 
field, George F. Schmitt Jr., Donald W. Smith, Joseph 
S. Stewart, Oliver P. Winslow Jr., Corren P. You- 
mans, Nelson Zivitz) 

DESOTO-HARDEE- 

H'GHLANDS-GLADES—(Absent—Carl J. Larsen) 

DUVAL—Frederick H. Bowen, Hugh A. Carithers, Tur- 
ner Z. Cason, A. Judson Graves, Karl B. Hanson, 
Gordon H. Ira, Edward Jelks, F. Gordon King, 
Raymond H. King, Charles F. McCrory, Richard G. 
Skinner Jr., John T. Stage, Sidney Stillman, Leo 
M. Wachtel, Ashbel C. Williams (Absent — Frank 
L. Fort) 

ESCAMBIA—Paul F. Baranco, Herbert L. Bryans, 
Joseph W. Douglas, Gretchen V. Squires (Absent— 
Alpheus T. Kennedy) 

FRANKLIN-GULF—John W. Hendrix 

HILLSBOROUGH—Samuel H. Adams, William C. Blake, 
Herschel G. Cole, H. Phillip Hampton, Madison R. 
Pope (Absent—Efrain C. Azmitia, C. Frank Chunn, 
David R. Murphey Jr., James N. Patterson, Wil- 
liam M. Rowlett, Wesley W. Wilson) 

INDIAN RIVER—William L. Fitts 3rd 

JACKSON-CALHOUN—Grayson C. Snyder 

LAKE—George E. Engelhard 

LEE-CHARLOTTE-HENDRY—John S. Stewart 
sent—William H. Grace) 


(Ab- 


LEON-GADSDEN-LIBERTY- 

WAKULLA-JEFFERSON—Francis T. Holland, Robert 
H. Mickler, George S. Palmer 

MADISON—(Absent—Wilmer J. Coggins) 

MANATEE—Richard V. Meaney 

MARION—Henry L. Harrell, Eugene G. Peek Jr. 

MONROE—William R. Ploss 

NASSAU—(Absent—Cecil B. Brewton) 

ORANGE—Frank C. Bone, Chas. J. Collins, Harry H. 
Ferran, Fred Mathers, Frank J. Pyle, Charles R. 
Sias, W. Dean Steward, Robert L. Tolle, Miles W. 
Thomley, Robert E. Zellner 

PALM BEACH—Willard F. Ande, Edwin W. Brown, 
Clarence L. Brumback, V. Marklin Johnson, Walter 
R. Newbern, Ralph M. Overstreet Jr.. W. Lawson 
Shackelford, Edward W. Wood 

PASCO-HERNANDO-CITRUS—S. Carnes Harvard 

PINELLAS—Clyde O. Anderson, Harry R. Cushman, N. 
Worth Gable, Norval M. Marr Sr., George H. Schoet- 
ker, Walter H. Winchester, Rowland E. Wood (Ab- 
sent—M. Eldridge Black, Willliam D. Futch, Percy 
H. Guinand, Joseph W. Pilkington, James E. Thomp- 
son) 

POLK—Jere W. Annis, James R. Boulware Jr., Marion 
W. Hester, Charles Larsen Jr. (Absent—Samuel J. 
Clark) 

ee ee G. Hebel) 

ST. JOHNS—Herbert E. 

ST. lUCIE-OKEECHOBEE. ‘MARTIN- Richard F. Sin- 
nott 

SARASOTA—John M. Butcher, 
M. Simmons 

SEMINOLE—Daniel H. Mathers 

SUWANNEE—(A bsent—Edward G. Haskell Jr.) 

TAYLOR—(Absent—John H. Parker Jr.) 

VOLUSIA—C. Robert DeArmas, Alphonsus M, McCarthy 
(Absent—William R. Hutchinson, Arthur Schwartz) 

WALTON - OKALOOSA -SANTA ROSA—(A bsent— 
Frederic E. Caldwell) 

WASHINGTON-HOLMES—(Absent—Walter H. Shehee) 

STATE OFFICERS—Samuel M. Day, James T. Cook 
Jr., Francis H. Langley, Cecil M. Peek, Shaler 
Richardson, William C. Roberts (Absent—Meredith 
Mallory, Kenneth A. Morris) 


Dr. Leo Wachtel gave the invocation. 


Karl R. Rolls, Melvin 


Dr. Jere W. Annis moved that the delegates 
be seated. 


Seconded by Dr. Milton. 


Motion carried. 

President Roberts introduced several guests: 
Dr. William J. Kennard, Assistant Director A.M. 
A. Washington Office; Major General Paul I. 
Robinson, Executive Director, Office for Depen- 
dents’ Medical Care; Mr. John D. Arndt, Medi- 
care Administrator, Medical Association of Geor- 
gia; Dr. Russell B. Carson, President, Mr. H. A. 
Schroder, Executive Director, and Mr. N. G. 
Johnson, Medicare Coordinator, of Blue Shield 
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of Florida; Mr. Harry T. Gray, the Association’s 
Attorney; Mr. Marshall Brainard, Executive Sec- 
retary, Duval County Medical Society, and Mrs. 
Berneice T. Mathis, Executive Secretary, Orange 
County Medical Society. 

Dr. Roberts announced that this meeting had 
been called for the purpose of deciding the future 
of Medicare in Florida and only that subject 
could be discussed. 

Dr. John D. Milton, Chairman, Medicare 
Mediation Committee, gave an excellent illustrat- 
ed address on the history, scope and present sta- 
tus of the Medicare Program in Florida. 


Medicare in Florida 
Joun D. Mitton, M.D. 


Chairman, Florida Medical Association Medicare Mediation 
Committee, Miami. 


In a period of some twenty minutes, I shall 
endeavor to cover Medicare prior to July 1, 1957, 
and to present some of the problems that have 
been causing difficulties since that date. 

The Association’s Mediation Committee and 
Blue Shield of Florida have worked with Medi- 
care for months, but we still find it necessary to 
move slowly and to feel our way along. I am cer- 
tain that the physicians who are providing serv- 
ices to eligible dependents are finding this true 
also. 

Your Mediation Committee is strictly profes- 
sional and has nothing to do with the adminis- 
tration of Medicare. There are so many ramifica- 
tions that it is unusually hard to interpret prop- 
erly any given claim. 

This (Slide No. 1) is an attempt to summarize 
concisely for you the types of care that are 
authorized under the program. You will note 
that this is primarily an in-hospitalization plan 
and only during hospitalization will Medicare pay 
for (1) the treatment of acute medical conditions 
including exacerbations or acute complications of 
chronic diseases, (2) the treatment of surgical 
conditions, and (3) the treatment of contagious 
diseases. 

Medicare does provide complete obstetric and 
maternity care. This is the one instance where no 
restriction is placed regarding hospitalization. 
The care may be provided in the hospital, home or 
office. 

Medicare also provides up to 365 days hospi- 
talization in semiprivate accommodations for each 
admission. 

It also provides care in a hospital for bodily 
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injury (Slide No. 2) and treatment in a hospital 
of acute emergencies of any nature. 

Payment for diagnostic tests and procedures 
is authorized only during hospitalization except 
that (1) payment is authorized in an amount 
not to exceed $75 for necessary diagnostic tests 
and procedures performed or authorized by the 
attending physician prior to hospitalization for 
the same bodily injury or surgical procedure for 
which the patient is hospitalized, and (2) pay- 
ment is authorized in an amount not to exceed 
$50 for necessary diagnostic tests and procedures 
performed for proper after-care of the same bodily 
injury or surgical procedure. 

As previously stated, Medicare is essentially 
an inpatient program, providing for outpatient 
care in the following areas: (Slide No. 3) (1) ob- 
stetric and maternity services, which have the 
greatest utilization of any of the services provided 
under Medicare and provide the one exception to 
limitation on where the services shall be perform- 
ed; (2) bodily injuries, limited to the treatment 
of fractures, dislocations, lacerations and other 
wounds; (3) diagnostic tests and procedures 
prior to and/or following hospitalization for the 
same bodily injury or surgical procedure for which 
the patient is hospitalized, and (4) radiotherapy 
prescribed during a period of hospitalization and 
continued or carried out on an outpatient status, 
as directed by the attending physician. 

EMERGENCY CarRE.— As you have noted in 
the information just presented, (Slide No. 4) 
emergency care, to be payable by the government 
under the Dependents’ Medical Care Program, 
must be either: (1) outpatient care as stated pre- 
viously, which is normally provided for under the 
program; or (2) care furnished to the patient 
who is admitted to a hospital as an inpatient ir- 
respective of whether the hospital meets the defini- 
tion of a hospital as defined in the Joint Directive. 

Thus, emergency care performed in a doctor’s 
office or clinic, which is not related to an obstetric 
or injury case, is not compensable under the pro- 
gram. 

Your Association participates jointly in a 
three way contract (Slide No. 5) with the Con- 
tracting Officer of the Office for Dependents’ 
Medical Care, representing the government, and 
Blue Shield of Florida, the fiscal agent, the As- 
sociation operating in a capacity primarily of 
professional mediation. 

The original contract is still in effect (Slide 
No. 6). It was not changed by the action of the 
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House of Delegates in May 1957, as will be ex- 
plained in greater detail later. The changes pro- 
duced by the decisions of the House were those of 
implementation and in no way altered the existing 
contract. 

The contract spells out the responsibility of 
the three participants. (1) It is the responsibility 
of the government, that is, the Office for De- 
pendents’ Medical Care, to be the final authority 
in the payment of claims which deal with special 
reports and special procedures. (2) Blue Shield, 
the fiscal agent, deals merely with the processing 
of claims. When a claim is received by Blue 
Shield, it must check the service information on 
the dependent and the sponsor, and it must de- 
termine whether the procedure is allowable un- 
der Public Law 569, whether it comes within the 
maximum allowances, and whether it is properly 
certified. If all these are in order, then the pay- 
ment of the claim is made immediately to the 
physician by Blue Shield. 

It is the duty and responsibility of the Florida 
Medical Association to encourage physicians to 
provide services to eligible dependents and to 
maintain appropriate committees to review and 
consider cases involving complaints, differences of 
professional opinion and misunderstandings. (Slide 
No. 7-a continuation of the original contract). 

Fees.— Under the original contract, fees 
were paid according to the Schedule of Allow- 
ances which the Association had negotiated with 
the Office for Dependents’ Medical Care. In case 
the particular procedure on the claim was not 
listed in the Schedule, or in involved cases, a 
special report was required to be submitted with 
the claim. It was the Association’s duty to review 
these to determine the tentative fee, which then 
had to be approved by the Contracting Officer. 
The tentative determination of the committee be- 
came final unless rejected by the Contracting 
Officer within 20 days. 

Also, under the original contract, any item 
in the Schedule which was deemed inequitable 
could be increased or decreased at any time after 
adequate review. The period of that original con- 
tract extended from December 10, 1956 to June 
30, 1957. December 10 is the actual date of the 
beginning of the contract, but payment for 
authorized care under the program was permitted 
from the date the law went into effect, Decem- 
ber 7, 1956. (Slides No. 8 and 9 - The Beginning 
of a New Era). 

The action of the House of Delegates, May 8, 
1957. 
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Resolution 


WHEREAS, the Florida Medical Association de- 
sires that the Medicare program be carried out on the 
American principle of freedom of choice of physician 
and the freedom of the physician to set his own fees, 
based, not on a standardized formula or fixed fee 
schedule, but on the usual fee charged for such serv- 
ices, and 

WHEREAS. we have a firm conviction that better 
medical care for the dependents will be provided, at 
lower cost to the taxpayer; the present satisfactory 
physician-patient relationship continued and incentive 
for advancement in medical training and practices 
maintained, if military dependents are cared for on 
the same basis as other citizens, 

BE IT THEREFORE RESOLVED: 

1. That the fixed fee schedule contract now in 

effect NOT be extended beyond the termina- 
tion date of June 30, 1957. 

2. That the Florida Medical Association Board of 
Governors devise a mechanism to provide de- 
pendents with medical care under the provi- 
sions authorized by law until a new contract 
has been consummated. 

3. That the Florida Medical Association negotiate 
a new contract carrying out the principles of 
this resolution. 

4. That the Florida Medical Association and each 
County Medical Society establish a committee 
to evaluate and recommend the disposition of 
problems related to the Medicare program. 

5. That a copy of this resolution be forwarded to 


the Secretary and General Manager of the 
American Medical Association. 

(Slide No. 10 — Action of the Board of 
Governors, May 26, 1957). 

The action of the House of Delegates directed 
the Board of Governors to carry out the mandate 
of the House and to devise a mechanism to pro- 
vide dependents with medical care under the pro- 
visions authorized by law until a new contract 
was consummated. 

In accordance with these instructions, the 
Board of Governors on May 26, 1957, approved 
the following actions with reference to Medicare: 

1. The Florida Medical Association and its 
fiscal administrator jointly announce that 
no fixed fee schedule on the Medicare pro- 
gram exists after July 1, 1957. 

2. Physicians will henceforth submit to Blue 
Shield of Florida their usual fees with due 
reference to the income level of service 
men and the special groups receiving those 
services, 

3. The Florida Medical Association will pro- 
cess fees submitted and decide whether 
they are equitable under the circumstances 
in each case. 

4. This contract will be extended until Janu- 
ary 1958 at which time a new contract will 
be negotiated and annually thereafter. 

I should like to ask that you take specific 

note that these actions of the Board of Governors 
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were transmitted to the Office for Dependents’ 
Medical Care in a letter dated June 17, and at 
General Robinson’s insistence, the following sen- 
tence was added: (Slide No. 11) “This resolution 
will in no wise abrogate our present contract but 
will merely change the implementation of same, 
and further, it is to be understood that this change 
in process or implementation will not increase the 
cost to the Government.” 

You will recall that earlier in my remarks, I 
stated that there was no change in the contract, 
merely in the implementation of it. 


General Robinson replied on June 27, 1957: (Slide 
No. 12). 

“We agree with the point you made 
that your letter in no way abrogates the 
Contract as extended through 31 January 
1958. We feel that the Contract speaks for 
itself. To incorporate the contents of this 
letter into the Contract could very well 
result in a misunderstanding as to the terms 
of the Contract. The Contracting Officer 
in executing this extension of the Contract 
is doing so with the understanding that 
the contents of the above referenced letter 
are not incorporated into the Contract, and 
in no wise abrogates the Contract. 

“Since the fees, in the Schedule of Al- 
lowances for Physicians’ Fees, set forth 
in the Contract are ‘maximum fees’, we feel 
that your association has acted wisely in 
discontinuing publishing fees to physicians, 
requesting physicians to bill their normal 
charges, and with your association and its 
counterparts at the local level acting as 
a leveling influence.” 


Slides 13 and 14 deal with that portion of 
DA Form 1863, the Medicare claim reporting 
form, which has to do with certification. Im- 
proper certification or lack of certification has 
caused considerable difficulty in the processing 
of some claims and probably has created as much 
misunderstanding as any one item. 


Slide 14 is a blown-up version of that portion 
of DA Form 1863 which provides for certification 
by the attending physician. It is necessary that 
you check either “A” or “B”. You will note 


that if you check “A”, you agree to accept the 
allowances listed in the Dependents’ Medical Care 
Program Schedule of Allowances or the amount 
which you have shown in Item 24, whichever is 
less. As you will see on subsequent slides, if you 
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check in this block and your claim does not 
exceed the current Schedule of Allowances, the 
processing of the claim is simple and payment 
will reach you in a minimum of time. If, how- 
ever, you check “B” and the amount is higher 
than the Schedule of Allowances for that proce- 
dure, it must be sent to ODMC for approval and 
must be accompanied by a special report justify- 
ing the additional charges. 

The routing of a claim form prior to July 1, 
1957 is shown in Slide No. 15. You will note 
the relatively simple procedure if you checked “A” 
and the amount did not exceed that in the Sche- 
dule of Allowances; your claim went to Blue 
Shield, and if it was filled out properly and was an 
allowable service under the Medicare program, 
Blue Shield paid the claim immediately, and you 
had your money in a very short time. If, how- 
ever, you checked “B”, or if there was some ques- 
tion as to whether the procedure was authorized, 
the claim went to the FMA Mediation Committee, 
back to Blue Shield, then to the Office for De- 
pendents’ Medical Care, and back to Blue Shield. 
If it was recommended for payment by FMA and 
ODMC concurred, then Blue Shield was author- 
ized to make payment as soon as ODMC indicated 
its approval. 

The more complicated procedure necessary 
after July 1, 1957 is set forth in Slide No. 16. 
Again, if you have checked “A” in the certification 
section of the claim form, the process is still as 
simple as it was previously. If the claim is al- 
Icwable and you have filled in the form properly. 
Blue Shield can pay the claim immediately. If, 
however, you have checked under “B”’, the claim 
will go to your County Medical Society Mediation 
Committee, back to Blue Shield, then to the FMA 
Mediation Committee, back to Blue Shield, to 
the Office for Dependents’ Medical Care, and back 
to Blue Shield. If approved by ODMC, payment 
can then be made by Blue Shield, but you can 
readily see that this procedure will take consider- 
able time, particularly since county and _ state 
mediation committees probably will not meet of- 
tener than once each month. 

Once a claim form goes to ODMC with the 
county and state Medicare committee recom- 
mendations, it will not rest there indefinitely un- 
til ODMC gets ready to act. If the claim has not 
been rejected by ODMC within 20 days, Blue 
Shield may go ahead and pay without waiting 
for further instructions. 

Another requirement which is greatly misun- 
derstood and which has caused considerable con- 
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fusion is special reports. (Slide No. 17) This 
slide is intended to show the general conditions 
under which special reports should be made: 

1. Complications of pregnancy for which ad- 
ditional fees are charged. 

2. Surgical operations not properly listed in 
the Schedule of Allowances or any unusual 
and trying circumstances. 

3. Severe complications of medical illnesses, 
which require more than usual hospital 
visits. 

4. Every case of hospitalization for nervous 
or mental diseases. The report shall state 
that the life, health or well-being of the 
patient would have been endangered if not 
treated. 

5. Every case in which fees are above previous 
schedule for any reason. 

6. Cases in which two or more physicians 
are required at the same time. (Supple- 
mental skills) 

7. Those procedures previously annotated as 
“By Report.” 

The general rule of thumb is that when any 
complications arise, or whenever additional charges 
are made, if the fees exceed the Schedule of Allow- 
ances, a special report will have to accompany 
the claim form. 

It occurred to me that a few statistics might 
be helpful. Slide No. 18 shows cases referred to 
the state committee up to October 31, 1957: 
(Slide No. 18) 

Complicated Surgery and Related 


ETE ES 

Maternity and Complications..........:.....101 

Consultants’ Services, Surgical 

Assistants, Consultations, etc................. 49 

Charges in Excess of the Schedule.......... 35 

Psychiatric (Acute Emotional) ......... 35 

Elective and Chronic Care..................... 31 

Complicated Medical Problems.............. 26 

Outpatient Diagnostic Procedures, 

with and without Therapy...................... 21 

Supplementary Skills ...........0..0...00000... 14 

Committee Function, Pediatrics, 

Nonscheduled Procedures, Tran- 

sient Surgery, Medicare and In- 

surance, Allergy Tests and Dental 

ERTS ARR Nee Cee ren 37 
ERTS eenee, ene RSn Neer 496 


You will note that heading the list is compli- 
cated surgery and related procedures, followed 
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by maternity and its complications. Keep in 
mind that these figures pertain only to those cases 
referred to the committee and not to total claims 
processed. 

In Slide No. 19 an attempt is made to compare 
utilization of Medicare in Florida with that of the 
entire nation. It shows that Florida’s percentage 
has increased and that the number of dollars 
coming into the state is not insignificant. 


Medicare Claims 
December 7, 1956- June 30, 1957 


, fica Florida % 

Florida Nation of Total 
Number 6,031 127,902 4.7 
Amount $425,397.38 $8,805,128.00 4.8 

July 1, 1957- August 31, 1957 
Number 4,099 45,748 9.0 
Amount $319,053.45 $3,288,805.00 9.7 
September 1, 1957- November 1, 1957 

Number 4,279 Not available -- 
Amount $332,894.69 Not available = 


Let us think again for a moment of the resolu- 
tion passed by the House of Delegates last May. 
You will recall that we made a definite promise 
to the government that if physicians were allowed 
to charge their regular fee, or the fees usual to 
their community, not only would the expense to 
the government not be more, but actually it would 
be “at a lower cost to the taxpayer.” 

Number of Cases below Schedule from July 1, 
1957 to November 1, 1957 (Slide No. 20) 

Florida Figures Only: 
324 Cases—Amount below 
Schedule of Allowances—$3,397.75 
Paid in same period: 

8,378 Cases— Total for these cases — 
$651,948.14 

Per cent of cases paid below Schedule to total 
cases paid—3.86 per cent 

Per cent of money below Schedule to total 
amount paid—slightly more than 0.5 per cent 

Slide No. 20 shows that to date, from the 
aspect of saving the taxpayer money, we do not 
have much of a talking point. The total amount of 
money paid to physicians below that which would 
have been paid had we adhered to the Schedule 
of Allowances is just slightly over 0.5 per cent. 
It could be added that it probably would have 
been higher had not the ODMC declined to ap- 
prove charges in excess of the Schedule of Al- 
lowances which were not justified by special re- 
port. 

We thought that you might be interested in a 
breakdown by medical districts of the amounts 
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which are below the Schedule. The selection of 
the counties in each district was made on the 
basis of those having the greatest utilization for 
their area. Compared to the total amount of 
money paid for Medicare in these counties, the 
figures are indeed insignificant. 


Amounts Below Schedule By Medical Districts 
(Slide No. 21) 


District Principal Counties Total for District 

“_ Escambia— $487.50 
Bay— 243.00 $ 898.25 

“——” Duval— 694.50 
Orange— 581.00 1,574.00 

—" Hillsborough— 235.00 
Polk— 128.00 565.00 

_ Dade— 156.50 
Martin— 93.50 360.50 
Below Schedule—Total All Districts $3,397.75 


We are here today to determine what course 
we are going to follow in Florida from here on. 
As we attempt to arrive at sound and logical con- 
clusions, it may be helpful to contemplate what 
will happen if our present plan is not successful 
and we do not renew our contract. (Slide No.22) 
If we refuse to renew our contract, the Office for 
Dependents’ Medical Care may 

1. Ask the Third Army to care for dependents 

in Florida. This might mean care in army 

facilities by army doctors, or 

2. Invoke a fee schedule and place adminis- 

tration either in the hands of the Third 

Army or a private insurance company. If 

this should happen 

a. Medical service would be provided by 
physicians who would accept whatever 
fees the government wishes to pay. 

b. Neither the individual physician nor the 
Association would have a voice in set- 
ting those fees. 

c. Inclusion of other groups by Congress, 
with fees set at any level the govern- 
ment wishes, would be facilitated. 

d. Socialized medicine would be extended. 

Unquestionably, the eyes of the medical pro- 
fession of the nation are on Florida. (Slide No. 
23) That is evidenced by the number of inquiries 
that have come to the executive office from other 
state medical associations and the fact that one 
neighboring association has elected to send a rep- 
resentative to this meeting. 

If Florida physicians are honest and fair in 
the handling of each and every Medicare claim, 
it will 
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1. Prove that an inflexible Schedule of Al- 
lowances is not necessary. 

2. Preserve the rights of individual physicians 
and the physician-patient relationship. 

3. By precept, enable other states to negotiate 

similar contracts with ODMC. 

4. Retard the current trend toward socializa- 
tion of medicine. 

And now the decisions (Slide No. 24) which 

this House of Delegates must make include: 

1. Shall the Association continue to be a 
party to a contract with the Office for 
Dependents’ Medical Care? 

2. If so, shall it be on a fixed fee (Schedule 
of Allowances) or on a no fixed fee basis? 

3. If a fixed fee is preferred, what changes 
from the previous Schedule of Allowances 
should be required? 

4. If a no fixed fee is to be in effect, shall 
the Association accept the government’s 
policy of adhering to a maximum fee sche- 
dule? 

5. Selection of representatives for renegotia- 
tion of contract in January 1958. 

Gentlemen, that is Medicare from the view- 
point of those who have been working closely with 
it since its inception. Where we go from here is 
in your hands and depends upon the decisions 
which you now must make. 

Dr. Milton: “It is a pleasure for me to in- 
troduce your next speaker. I am sorry that I 
have not had the pleasure of knowing this gentle- 
man much longer than I have. I can assure you 
that all the dealings I have had with him, and 
the others who have come in contact with him, 
convince me that he is a real gentleman, and 
that, being a doctor, he is on the side of medicine 
much more than you would judge by his uni- 
form. He really wants medicine to call the shots. 
I am sorry that I do not have all of his back- 
ground, but you can see from his ribbons and his 
rank that he has been through everything and has 
shown his ability. I present to you General Paul 
I. Robinson.” 


The Dependents’ Medical Care Program 
Mayor GENERAL PaAut I. Rosinson, (M.C.) 
B.S., M.D., F.A.C.P. 


Executive Director, Dependents’ Medical Care Program 
Office of The Surgeon General, U.S. Army, Washington, D.C. 


Dr. Roberts, Dr. Milton, Physicians of the 
Florida House of Delegates: I want to assure you 
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that I appreciate very much the invitation to meet 
with you today. 

I have a series of Vugraphs which I believe 
will make my presentation shorter and more readi- 
ly understandable. (Chart No. 1) 

We should all keep in mind the purpose of the 
law. This is quoted directly from P. L. 569. The 
purpose of this act is to create and maintain 
high morale throughout the uniformed services 
by providing an improved and uniform program 
of medical care for members of the uniformed 
services and their dependents. 

(Chart No. 2) 

This slide is one that the committee who pre- 
pared the Joint Directive used. This is an ex- 
haustive study to determine what the income of 
service people actually is. You will notice that 
they included not only the base pay but all the 
allowances now given to service people. You will 
notice also that nine out of 10 service personnel 
have incomes less than $5,000. Actually, the 
figures I have used in many presentations over 
the country is that 82 per cent have incomes of 
$4,300 or less. You can readily see that those 
who have incomes of over $5,000 are really a very 
small per cent. 

The next slide may be difficult to see for those 
in the back of the room. I tried to outline the 
plan of the Program hereon. The Medicare Plan 
we must consider as an absolutely new plan. It 
does not conform to any insurance scheme; it 
does not conform to any Blue Shield plan. This 
plan is for wives and children of active duty ser- 
vice men, and dependents of active duty service 
women (we have a few nurses who have dependent 
husbands) of the Army, Navy, Marines, Air 
Force, Coast Guard, commissioned members of 
the Public Health Service and Coast and Geodetic 
Survey. It covers all authorized inpatient care 
and all outpatient care incident to complete ma- 
ternity care and bodily injury, and excludes care 
for chronic illnesses, nervous and mental diseases 
and elective surgery. 

Authorized medical care may be received in 
civilian hospitals if the dependent wishes and if 
the dependent pays a stipulated amount. Service 
can be rendered by civilian physicians if they 
desire to accept the patient under the program, 
under standards of civilian medical authorities, 
at amounts not in excess of rates which are de- 
termined by negotiation between the state medical 
associations and the Office for Dependents’ Medi- 
cal Care. Bills are paid by Blue Shield, by state 
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medical societies themselves in some states, by 
commercial insurance companies in some states 
and at a nonprofit administrative cost. Bills are 
paid from funds appropriated by the Congress and 
are provided to create and maintain high morale, 
you must remember. You will recognize this slide 
has a third column, and so you will know I am 
not keeping anything from you; it is the hospital 
part of the Program in which you are not too in- 
terested. 

(Chart No. 3) 

Dr. Milton went over the care authorized 
much better than I, but I thought I would show 
these slides anyhow because there is a little dif- 
ference in the care rendered in service facilities 
and in civilian facilities. There is a little more lee- 
way in service facilities. I think that is important 
for you as civilian doctors to remember, particular- 
ly in those cases which you question. The im- 
portant thing I think is that throughout our en- 
tire nation, Alaska, Hawaii, and Puerto Rico, there 
is an absolute free choice by the dependents, 
whether or not they will go to a service facility or 
a civilian facility. Right here, I might say that 
there is a provision in the law for this free choice 
to be restricted by the secretaries of any of the 
services, provided the Secretary of Defense will 
approve. There has been no application for re- 
striction made from any area at this time. Ap- 
plications may be made, in the future, particularly 
in certain fields in order to protect the residency 
and internship training programs of some of our 
large hospitals, but at the present time there have 
been none, and we hope there never will be. 

This slide shows care not authorized. I sat 
with Dr. Milton’s committee until twelve-thirty 
last evening, and I assure you that his committee 
is working very hard on just these items about 
which most of the questions arise. Whether or not 
medical care rendered for a chronic disease really 
is allowable under the Program creates many 
questions. There is no line that we can draw yet. 
We have been unable to write a directive delineat- 
ing what procedures and treatments can and can- 
not be accomplished. We will do so as soon as 
possible. For nervous and mental diseases we did 
so in our ODMC letter No. 8, which outlines 
acute emotional disorder care. 

In the area of elective medical and surgical 
care, we have a tremendous amount of difficulty, 
as Dr. Milton can tell you. Whether or not a 
rhinoplasty is approvable; whether or not an ele- - 
phant ear operation is approvable; or scar cor- 
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rection on a previously accomplished hairlip, those 
are most difficult decisions, and there just is no 
generally applicable answer at present. We have 
to judge each case on information furnished by 
physicians. I am sure it is 1 nuisance to you to 
have questions come back to you for detailed ex- 
planations so that we can try to adjudicate the 
claims reasonably and correctly. Here again, in 
this area, it might be well for you, as civilian phy- 
sicians, to suggest to the patients that they might 
present themselves to a Service facility for this 
questionable care or to seek decision before treat- 
ment is accomplished. 

(Chart No. 4) 

The patient has to pay a considerable amount. 
I talked to a young fellow the other day; his 
wife had had hospitalization for a minor gyne- 
cologic procedure, and his two children had had 
tonsillectomies. He had paid $75. I talked to 
some of my insurance friends, and they said that 
for $75 he could have obtained considerable in- 
surance; so, it is not a give-away program, and 
we should remember this fact. Dependents must 
pay the first $25 or $1.75 per day, which ever is 
greater. If they have a private room, they must 
pay the difference between the private room and 
semiprivate accommodations, unless the physician 
specifically says that the patient must have a pri- 
vate room in order to render proper care. The 
patient has to pay all private nurse charges unless 
the physician prescribes, and even then she must 
pay the first $100 plus 25 per cent of the addi- 
itional. The patient must pay all outpatient care, 
all care that is ordinarily rendered on an out- 
patient basis, except for bodily injury or maternity 
delivery (not in hospital) when she must pay the 
first $15 of the physician’s charge. All x-ray, 
laboratory, preoperative tests over $75 and post- 
hospital over 50 per cent must be paid by the 
patient. For deep x-ray, posthospital, there is no 
charge for a condition treated or diagnosed while 
in the hospital, but there must be a hospital con- 
nection. 

The next chart is the new identification card. 
Beginning the first of January, no identification 
is acceptable except this card. The services have 
had nearly six months to distribute this card, and 
if anyone presents himself to you after the first 
of January with any identification other than this, 
he should be questioned most carefully, except, of 
course, in an emergency to save life and limb, 
and then you can fall back on the standard prin- 
ciples of medical practice. 
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(Chart No. 5) 

I thought you all might like to see the present 
setup of fiscal administrators. In all the states in 
dark blue, Blue Shield is handling the plan. In 
all the states in red, the medical associations them- 
selves are handling their own plan. In Oregon 
and Washington, the professional association has 
designated Blue Shield to handle everything; they 
make all the decisions that the Medicare Media- 
tion Committee here makes. The decisions are all 
made in the Health Plan offices, but I am sure with 
medical advice in many instances. Alabama and 
Louisiana suggested private insurance companies 
to pay the bills, and we made contracts with them. 

Rhode Island and Ohio, as you all know, 
would enter into no contractual arrangement. 
Ohio representatives sat with us and worked out 
a schedule of allowances which is in effect. We 
contracted with Mutual of Omaha to pay the 
physicians in Rhode Island and Ohio. We have an 
acceptable program in both states. Between 15 
and 25 per cent of all physicians in those states 
are participating in the Program. The questions, 
however, have to come to our office; we, in turn, 
have to deal with the individual physician. The 
medical associations do not enter into the opera- 
tion of the Program. As far as our relationships 
with the individual physician are concerned, they 
are excellent. In Hawaii, Blue Shield pays the 
physicians; in Alaska, the Blue Cross of Wash- 
ington; in Puerto Rico, the medical association it- 
self. Remember, all of the state medical associa- 
tions had the option of deciding whether or not to 
do their own fiscal work, and we approved thei: 
selection of fiscal administrators if they had prop- 
er offices and our auditors thought that they could 
do the job. 

(Chart No. 6) 

In the beginning of the Program, everyone 
wanted to be very sure that we did not have a 
national Schedule of Allowances. I just slipped in 
two or three slides here on the schedule to let 
you see the differences. Hospital visits range 
from $3.90 to $10; fees for nephrectomy from 
$175 to $420; appendectomies from $125 to $210; 
maternity care (complete, including antepartum 
and postpartum care) from $120 to $180. Here 
are 18 more items that are plotted a little different 
way—the range there is shown—bronchoscopy for 
removal of foreign body, $70 to $125, the average 
is $107, and 15 states have $100; tonsillectomy, 
the range is $42.50 to $75, the average is $64, 
and 15 states have $65; herniorrhaphy from $100 
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to $180, the average is $138, and 17 states have 
$150; classic cesarean section from $110 to $300, 
the average is $203, and 11 states have $200. 
There is a wide variation even in diagnostic 
x-rays; complete spine, $25 to $60, average is 
$42, and 27 states have $45. We plotted some 
items by states: for tonsillectomy, all of the states 
in blue have $65; all of the states in red have $75; 
Michigan happens to be low with $42.50; and all 
the states in white are somewhere between $42.50 
and $75, but not $65. 

These are complete maternity care, all blues 
have $150; the two reds have $180; Oklahoma 
and Puerto Rico, $120; the white states are all 
in between $120 and $180, but not $150. 

This is hospital visits, all blue have $5; Ore- 
gon has $3.90; Alaska has $7.50; all the white 
states have some figure in between. 

(Chart No. 7) 

Our business is 80 per cent female, as you can 
see, the 20 per cent male being under 13 years 
of age; this is to be expected in the Program. 
Of course, the big bulk of our dependents are 
between 20 and 29 years of age. This is a statis- 
tical study of 5,000 cases taken at random. 

(Chart No. 8) 

Here is our business from the standpoint of 
diagnosis. The medical and pediatric care is prac- 
tically all accounted for in the hospital visits, as 
you know, about 23 per cent; maternity in the 
neighborhood of 37 per cent, including the com- 
plications and circumcisions; tonsillectomies ac- 
count for about 17 per cent; female genital sys- 
tem, 8 per cent; abdominal operations, less than 
5 per cent; skin, less than 3 per cent; and muscu- 
loskeletal, less than 1 per cent. It seems that we 
have had a very small number of accidents. The 
other procedures amount to 5 per cent and these 
include the direct billing for laboratory and x-ray 
service. 

(Chart No. 9) 

Every month we take the bills that come in 
that month and roll them back into the month 
that the service was rendered, and I think this 
chart very clearly depicts the volume of the Pro- 
gram. In October, for example, we received 150 
bills for service rendered in December 1956. We 
think it is going to be 18 months before we know 
positively what the Program is going to cost, but 
I think there is no question at all that the Pro- 
gram is going to run close to 6 million dollars a 
month. You can see that we are up to 5.5 million 
in April, May and June. These bars are split 
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between hospital and physicians. When this chart 
was prepared, $41,000,000 actually had been paid 
out by our office to reimburse fiscal administra- 
tors; $21,000,000 to physicians; and $20,000,000 
to hospitals. We are running about 4,000 cases 
each day in civilian hospitals under this Program; 
the average patient stay is about 5.3 for the over- 
all program. 

(Chart No. 10) 

We wanted to look into diagnoses and costs 
and selected eight states; Florida is one of these 
states. We actually matched physician and hos- 
pital claims for this study, which is a terrific 
statistical job; the people told me it took 13 
separate sortings to compile this study and, as a 
consequence, they do not want to do very many 
of them. At any rate, we felt the need of this 
study, and so we went into it. This study included 
8,326 cases and $1,743,349, and so it is possibly 
a big enough study to be reasonably represent- 
ative. I think it is interesting to see that, in 
maternity deliveries, the number of cases corre- 
sponds rather closely to the number of dollars. 
The number of cases of tonsillectomies is some- 
what less a proportion than the dollars involved, 
as you can see. The amount which the Govern- 
ment paid was $209.39 per case, or a total of 
$49.59 per patient day. We must remember that 
the antepartum care is in this study. The eight 
states used in this study were California, Color- 
ado, Florida, Kentucky, Texas, New York, Wash- 
ington, and Wisconsin. 

(Chart No. 11) 

We took all the cases that appeared in this 
study more than 45 times and charted them by 
cost. Now, remember, this is hospital plus physic- 
ians cost. Uterovaginal prolapse was No. 1 at 
$508; appendicitis, $335; hernia, $295; hemor- 
rhoid, $290; other GYN conditions, $233; mater- 
nity deliveries, $224; complications of pregnancy, 
$171; respiratory infections, $164; miscarriages 
and abortions, $155; gastroenteritis, $132; ton- 
sillectomies, $113; all others not listed as many 
as 45 times averaged $273 per case. 

(Chart No. 12) 

In this study we took the over-all program 
as of the end of September, and we estimated 
how much antepartum care had been included 
in the per diem cost of the eight state study to try 
to arrive at a more realistic cost per day. We 
estimate that the cost per hospital day, eliminat- 
ing the outpatient care, is approximately $38.33. 
Now we realize that this study can be challenged, 
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but, on the other hand, it is the best estimate we 
can make at the present time. 

(Chart No. 13) 

This is a selective study on acute emotional 
disorders which was made in May. We were very 
anxious to find out what was happening in these 
cases. You can see that the majority stayed in 
the hospital less than three days, and only a very 
small number stayed over 21 days. This study 
was made before ODMC Letter No. 8 really got 
into effect. The average stay was 7.4 days and 
the average cost, $32 a day for this particular 
group. 

(Chart No. 14) 

I do not know whether there are any anesthe- 
siologists in the audience or not, but I thought 
you might be interested in seeing this chart. 
There are so many ways in our schedules of cal- 
culating anesthesiology fees that I prepared this 
slide showing 10 of them and took it to the Amer- 
ican Association of Anesthesiologists meeting in 
Los Angeles a few weeks ago. You will notice that 
state “A” calculates its fee by $20 for the first 
half hour, $7.50 for the next two quarter hours, 
and $5.00 for each quarter hour thereafter; state 
“B” has $20 for the first half hour, $5, $5, and 
$5 for the quarters; it runs on down to state “G” 
which has a specific amount for each item; and 
another state has, if the surgery fee is under $75, 
a flat $15, and if over $75, 20 per cent of the fee. 
Another one has 20 per cent of the surgical fee, 
plus $5. The American Association of Anesthesiol- 
ogists passed a resolution at this meeting to the 
effect that they would prefer that anesthesiologists 
have a stated fee for each procedure without re- 
gard to time. In our new Schedule of Allowances, 
which we expect to negotiate with you, we will 
allow you to continue any of these methods, but 
if you want to go to that fee for item basis as the 
American Association of Anesthesiologists would 
like to be done, we will negotiate along those lines. 

(Chart No. 15) 

We sent out questionnaires on this Program 
to see what the recipients think about it. Of 
course, we were interested in knowing how the 
information was getting around. This is the result 
of about 200 returns. 

Where did you first find out about the Pro- 
gram? Sixty-three per cent said from the hus- 
band; 13 per cent, from Service publications; 11 
per cent, from newspapers, and 11 per cent from 
other sources. 

Did your physician have the necessary Pro- 
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gram information? Eighty-four per cent said yes; 
16 per cent, no. 

Necessary forms? Eighty-eight per cent had 
the forms; 12 per cent, no. 

Did the hospital to which you were admitted 
have the necessary Program information? Ninety- 
four per cent said yes; 6 per cent, no. 

Necessary forms? 96 per cent said yes. 

Did you have a choice between military and 
civilian hospitals? Forty-eight per cent said yes; 
62 per cent, no. 

Were you generally satisfied with the care 
you received? One hundred per cent said yes. 

(Chart No. 16) 

We asked for comments, and 31 per cent were 
extremely favorable toward the Program; 7 per 
cent were unfavorable, said that the convalescent 
period was too short, they should not have to pay 
the hospital $25, the forms were too complicated, 
and they received less respect than other civilian 
patients. Others would like to have more cover- 
age under the Program; dental care is always 
very prominently mentioned; outpatient pediatric 
care, et cetera. 

(Chart No. 17) 

This is a later study in which we are emphas- 
izing more why the patient went to a civilian 
facility. Fifty per cent said they resided too far 
away from a military facility; 28 per cent said 
that the type of care rendered at the military 
facility was not the type of care they had to have; 
13 per cent said the military facility was inade- 
quate or overcrowded; 12 per cent said they just 
preferred the care of civilian facilities; 8 per cent 
said they liked a particular doctor; and 3 per- 
cent said they were emergency cases and could 
not get to a military facility. 

(Chart No. 18) 

In the comments on this second questionnaire, 
27 per cent were extremely pleased; there was still 
about the same group who want extension of the 
Program to dental care, outpatient care, et cetera, 
but for the first time, 2 per cent said, “We have 
tried your civilian program; we are going back to 
military.” 

(Chart No. 19) 

These are the claims from Florida which reach- 
ed our office between 11 September and 20 Sep- 
tember. I just had them plotted here to see if 
they were all bunched in one area; they are not. 
It appears that every hamlet in Florida is repre- 
sented in that 11 days. I think that is significant 
also for your own consideration. I notice in Lake 
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City there are two cases; in Gainesville there are 
six cases; in Starke there are two cases; in Quin- 
cy, three cases. Of course, the bulk of the cases 
are in Greater Miami, Jacksonville, Pensacola, and 
Palm Beach, but I think that is to be expected. 
There are not very many in Key West, only 7. 
I thought you might be interested in seeing that 
you do have a tremendous distribution of cases 
in your state. 

Dr. Milton has given you a number of statis- 
tics which are very much more up-to-date than 
any statistics which I have so far as Florida is 
concerned. I have some other facts, however, 
which I think perhaps you will like to know. 

According to the 1956 A.M.A. registry, you 
had 4,530 physicians registered in Florida, and 
as of 31 October 1957, 1,617, or 35.7 per cent, 
have participated in the Medicare Program. Of 
the 2,509 special reports we have received from all 
the states, 111, or 4 per cent, have been from 
Florida. Florida is the third highest in the num- 
ber of physicians’ claims paid; California is first; 
Texas, second; Florida, third; and Virginia, 
fourth. This is for your information. 

Fer maternity cases, your average stay in the 
hospital has been 4.7 days; surgical cases, 4.3 
days; and medical cases, 7 days. Percentagewise, 
44 per cent have been for maternity care; 38 per 
cent, surgical; and 18 per cent, medical. You are 
running less medical than the country as a whole. 

Your average physician’s claim has _ been 
$74.37; the average claim for physicians all over 
the “nation, Florida included, is $71.00. 

Of the 1,655 physicians who have participated 
in Florida, 1,161 have collected less than $500; 
233, between $500 and $999; 213, between $1,000 
and $10,000; 17 between $10,000 and $20,000; 6 
between $20,000 and $30,000; 4 between $30,000 
and $40,000; and one, $54,000. (Erroneous. 
See Note) 

Florida is scheduled to be our first state in the 
nation to negotiate the new schedule, and I think 
your dates are January 6 and 7. We have worked 
diligently during the past year to take the experi- 
ence we have had all over the nation, and the 
suggestions that have been made by wonderful 
committees like Dr. Milton’s, and incorporate 
them into a schedule which we can negotiate. 
We hope, at least 90 per cent of the questions 


Note: General Robinson apologizes for making the above 
statement which was later found to be erroneous because of 
faulty machine tabulation. The statement should read: 

“Of the 1,617 physicians who have participated in Florida, 
1,132 have collected less than $500; 245 between $500 and 
$1,000; 214 between $1,000 and $5,000; 21 between $5,000 
and $10,000; 3 between $10,000 and $15,000; and 2 more than 
$15,000.” 


HOUSE OF DELEGATES 


837 


which have arisen during the past year will be 
thereby resolved. I was able to get two copies 
of this new publication before I left Thursday. 
You will have your copies within the next few 
days. There are a few things which I would like 
to mention. 

The internists, in particular, have raised a 
great many objections to the fact that the 
schedule does not include a fee for complete phy- 
sical examination. This new schedule will have 
such an item; I would like to read it to you. 


“Complete history and physical examination 
for a case of a medical nature during hos- 
pitalization of adults. This may be used in 
lieu of the initial hospital visit, Code 0012, 
for medical patients presenting difficult 
diagnostic or therapeutic problems. Pa- 
tients will often be seriously ill, necessita- 
ting a prompt, comprehensive study re- 
quiring a complete and detailed, written 
medical record. A copy of this record may 
be requested by reviewing authorities.” 


In other words, if Dr. Milton’s committee has 
any question, he can ask you as the billing physic- 
ian to please furnish him a copy of that record. 
Only one such procedure is authorized per admis- 
sion. 

This has been worked out very carefully with 
internists, but we felt we could not include a 
statement they would like to have to the effect 
that this item should apply only to the practice 
of internal medicine. 

There is also a similar item for examinations 
for children. 

We included a section on psychiatry so that 
there would be some kind of a fee scale to pay the 
psychiatrists who take care of acute emotional 
disorders. It includes initial examination, shock 
therapy, insulin therapy, somatic therapy of vari- 
ous kinds, and psychotherapy. We have not in- 
cluded psychologist’s examination. We went to 
the psychiatrists and discussed this very carefully, 
and it is their opinion that any case which requires 
a psychologic examination is beyond an acute 
emotional disorder state and is not included in 
the Program. 

We have rearranged the Surgery Schedule. 
There will be a fee negotiated for what we have 
now, except we have stipulated the number of 
days of postoperative care, which are included in 
the maximum fee. We have also stipulated the 
number of posthospitalization visits which are the 
government’s responsibility and they, of course, 
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are also in the surgeon’s fee. In some areas in 
the country, we have a number of surgeons who 
just come in and perform the operation and the 
general practitioner assumes the postoperative 
care. So, we have a fee for surgery only. 

There are other changes. As far as the matern- 
ity schedule is concerned, we have two methods. 
Some of the states like the trimester method of 
calculating; others have indicated, and Florida is 
one, that they would like a visit basis. We have 
provided both methods so that the states can 
have one or the other. We, of course, cannot 
negotiate both. 

I would like to say, after sitting with Dr. 
Milton and his committee last night, that I think 
Florida physicians are very fortunate in having 
such careful study and care given to their prob- 
lems. The majority of the problems arise in the 
elective surgery category. We have gone through 
this schedule and have marked every item where 
questions are arising with an “E”’, and we have 
advised, in this schedule, physicians, who have 
cases needing any of these procedures, to study 
them very carefully and if there is any doubt in 
their mind, to present them for decision before 
they perform the surgery. Actually, none of these 
are ever of an emergency nature, I believe. 

I am sure that I could talk on and on; it is 
a great pleasure. I believe you have a good pro- 
gram in Florida; I hope you continue it. You 
will have a maximum schedule. Whether you 
publish it or not does not matter. I would person- 
ally prefer that you do not publish it; I would 
like you to continue the way you have during the 
past, because I think it is much easier for the 
county committees and the central committee to 
adjudicate whether a claim is reasonable if they 
do not have a schedule in everyone’s hands. The 
schedule has been negotiated and will be negoti- 
ated again as a maximum schedule. I think you 
all realize if everybody charges maximum, some- 
time somebody is going to question it. 

Dr. Roberts: “General Robinson, I want you 
to know that I, personally, and the House of 
Delegates appreciate your most complete contri- 
bution from the government standpoint and pre- 
sented in such a friendly manner.” 

Dr. Roberts introduced Dr. Kennard. 

Dr. Kennard: “Dr. Roberts, Ladies and 
Gentlemen: I did not come with any prepared 
statement. I would just add confusion if I went 
back into the problems of this program. I happen- 
ed to be on the AMA task force which worked 
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with this program from the days following the 
passage of the law. I heard the hearings in the 
House and Senate concerning this law. I am ac- 
quainted with the background of the efforts to 
get a dependents’ medical care program before 
this law came up. I think this law is probably as 
equitable a law to do the job as they could have 
gotten. The implementation of the law has been 
a little more of a problem, almost, than writing 
the law, which is usually true, particularly in this 
difficult field. I know, as Dr. Roberts has stated, 
that he would like to keep to the issues of the 
problem and not get off on extraneous details. I 
think the problem is what to do under this law 
now that it is here. The only alternative would 
be to go back to Congress and get it modified. I 
am open-minded to the fact that there are certain 
interpretations of the law. I think it is fair to say 
that the American Medical Association’s repre- 
sentatives repeatedly and to this day did not think 
it was necessary to have a fee schedule in order 
to implement the law. How this could be worked 
out without a fee schedule and protect the interest 
of the government was not explored beyond the 
possibility of having a full fee schedule, a Sched- 
ule of Allowances, as they prefer to call it. This 
seemed to the negotiators for the Department of 
Defense task force to be the only way in which the 
government could determine its costs and ap- 
propriate its funds in order to meet this need. I 
do think it was the intent of Congress to give a 
service. During discussions of the early bills at 
the working level between the committees of the 
House, in particular, which framed the bill, Mr. 
Kilday’s counsel went into the problems of in- 
surance, of participation by the service man, of 
government programs, and of programs in indus- 
try. Out of all this came a bill in which the serv- 
ice man participates. As Dr. Robinson has indi- 
cated, sometimes he participates more than if he 
had an insurance policy; sometimes he partici- 
pates less. It was considered to be more admin- 
istratively feasible, of less expense to the govern- 
ment, a greater service to the man in building 
his morale and keeping the program in the proper 
frame, to have this type of partly participating 
program. I think the way the country has re- 
sponded, the medical profession in particular, to 
meet this program has been remarkable. 

“We had a meeting in Philadelphia following 
the Clinical Session. Dr. Milton, Dr. Roberts 
and others of your society are probably better 
able to discuss the results than I might be, but 
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it was a very harmonious meeting. There are still 
some states that are not certain how they are 
going to contract and work out this program. As 
Dr. Milton knows, I am sure, there are a number 
of states looking to you to see what you are do- 
ing. I will say that many people in other states 
are uninformed as to the facts of the case as it 
exists here in Florida, or as it exists in certain 
other states where the programs are not entirely 
of similar pattern. Very frequently, we hear 
stories and reports in Washington that come to 
us from people who have wrong information. I 
think the most important thing is to have the 
kind of briefings you have had this morning 
which bring to you again, for many of you have 
probably had them before, the true state of af- 
fairs, the facts as they are actually available now. 
I think I should conclude with this and offer my 
assistance at any time that any question may 
arise, and I congratulate you heartily on having 
the type of leadership you do in this program.” 

Dr. Roberts: “Members of the House of 
Delegates, we are almost finished with what your 
Association has prepared for you. We have one 
other man I want you to hear from because he 
comes from our sister state and I believe you will 
see that we are fair; we are trying to give you 
both sides of the issue. I would like to introduce 
to you now Mr. John D. Arndt, Medicare Ad- 
ministrator of the Medical Association of Geor- 
Mr. Arndt: “Doctors, I am currently the 
Medicare Administrator for the state of Georgia. 
As you probably found out from the presentation 
of General Robinson, we are our own fiscal agent; 
that is, there is no three party contract arrange- 
ment. The contract is strictly between the Medical 
Association and the Department of the Army. 
We receive all the claims forms; we process them, 
compile all the data, have our own Review Board, 
or Mediation Committee, and mail the checks or 
make disbursements to the doctors. There is no 
Blue Shield tie with the plan in Georgia. Our 
plan is mechanically working very well in Geor- 
gia, and we are satisfied we have a good arrange- 
ment from that viewpoint. 

“With the forthcoming renegotiation, we are 
not satisfied with the fixed fee schedule—the 
maximum fee schedule. There are several reasons 
for this dissatisfaction: I think the primary rea- 
son is that the maximum fixed fee schedule is 
leading up to political or socialized medicine. For 
this reason, although the patients at this time are 
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free to choose a physician and the physician has 
complete freedom of choice as to whether he 
wishes to attend a particular patient or not, as the 
base of people on a full coverage, national, fee 
schedule type plan expands to include a larger 
element of the American population, this free- 
dom of choice will be removed from the doctors’ 
hands. There will be so many patients under this 
type of plan that the doctor will no longer have a 
choice of accepting or rejecting a patient under it. 
That is what I consider the long run aspect of the 
plan and its end result. Currently, there are bills 
in Congress or committees to expand the Medi- 
care full service coverage plan. One bill, I have 
been told, will include an additional 13 million 
people in that type of plan. The progress I think 
will continue in this direction. As you can see, 13 
million people, with the existing people on the 
plan, will be about 15 per cent of our population. 
As this increases, you will lose your freedom of 
accepting or rejecting a full maximum fee sched- 
ule type plan. 

“Georgia has not formulated its action on it 
at this time; that is why I am down here attend- 
ing your meeting. I want to get some additional 
ideas and see what Florida is doing. We consider 
Florida the leading state in the Southeastern area, 
and I am down here for your guidance on the 
problem. 

“T was very much interested in the statistics 
that General Robinson presented on the payments 
to the individual physicians. I should like to state 
that the trend is the same in Georgia. I would 
say that 125 doctors out of our 2,900 doctors re- 
ceive 80 per cent of the $135,000 we disburse a 
month. These doctors are the ones who are not 
going to want this plan changed. I think, how- 
ever, the important thing to consider is the long 
range aspects of it. Let us not sacrifice the dollar 
in the hand for later independence. 

“Recently I conducted a survey of the 48 
states to find out what other states’ current 
thinking on the problem is. I received answers 
from 41 of them. The study produced some in- 
teresting statistics. Seven states indicated that 
they are not satisfied with the maximum fee 
schedule. They did not have at the time a counter- 
proposal other than merely stating they wanted 
to eliminate the fee schedule; they wanted to 
maintain our doctors’ independence, or wanted an 
indemnity type schedule. That is about the pic- 
ture in Georgia at this time.” 

Dr. Roberts: “I thank you, Mr. Arndt, for 
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those remarks. I am sure the House of Dele- 
gates appreciates your contribution.” 

Dr. Roberts asked Dr. Kennard and General 
Robinson to take seats on the rostrum for the 
question and answer session. 

Dr. Roberts: “We put on our agenda a few 
items here, six in all, as a guide for the action 
of this House of Delegates. Without going into 
anything further, the House of Delegates repre- 
sents the Florida Medical Association and we owe 
our members a great deal. We owe every member 
of the Florida Medical Association wise decisions 
and we have to have them in the records. We 
want them down in black and white. That is why 
we listed these items as a guide. We may not have 
t> use them, but I think it would be well to go 
along with them. 

“The first thing that I desire to have this 
House of Delegates decide is: Shall this Associ- 
ation continue to be a party to a contract with 
the Office for Dependents’ Medical Care? If we 
can get that settled, I think our constituents 
back home, whom we are representing, will be 
satisfied with our decision. Let us get that done 
now, and if I can hear a motion on that, I 
would gladly entertain it.” 

The Chair recognized Dr. Richard F. Sinnott, 
delegate from St. Lucie-Okeechobee-Martin Coun- 
ty Medical Society. 

Dr. Sinnott: “I represent three counties, but 
only 27 doctors. I have come up instructed to 
mention first that our criticism of the Medicare 
program does not ignore our admiration for Dr. 
Milton, nor do we think that General Robinson 
means to socialize medicine. We believe they have 
endeavored to draw the best out of a bad situa- 
tion. We think the situation is bad. Our criticism 
is of the whole philosophy of the Medicare pro- 
gram. I have been instructed to ask, how can we 
defend the granting of a full service contract to 
a full colonel and then deny it to a $125 a week 
telephone lineman? Second, why can there not be 
purchased by the government a major medical ex- 
pense policy for ranks earning above the Blue 
Shield field? Further, I have been instructed to 
present this motion: 


Resolution* 
Medicare 

WHEREAS: The Florida Medical Association is 
for (1.) Continuing to provide medical care for the 
dependents of men serving their country; (2.) Con- 
tinuation of the free enterprise system in medicine 
with the right of a physician to set a just value on his 
own services, and (3.) The payment of a just salary 
to service men—one which would permit them to pro- 
*Not Approved 
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vide essentials for their families—including medical 


care. 

WHEREAS: The Florida Medical Association is 
against: (1.) A fixed fee schedule as unjust, destruc- 
tive of enterprise, by definition rigid and in practice 
unchangeable; (2.) A system which gives its recipients 
an illusion of “something for nothing;” (3.) A sys- 
tem which creates division within the profession al- 
ready evident in committee and within the House; 
(4.) A system spelling out and enumeratng (like 
David taking the census) that which cannot be num- 
bered “by the eighth inch”, and (5.) A system pre- 
viously designed by bureaucratic intent as essentially 
invasive and intended to rapidly comprehend the en- 
tire population. 


BE IT THEREFORE RESOLVED: (1.) That the 
Florida Medical Association fulfill in good faith its 
present contract; (2.) That the Florida Medical Asso- 
ciation enter inte no new fixed fee contract with the 
Department of Defense; (3.) That the Florida Medical 
Association notify the proper authorities of its intent 
regarding non-renewal; (4.) That the Florida Medi- 
cal Association assure the appropriate parties that its 
members will continue to provide good medical care 
to dependents and will submit, for the time being, 
individual bills to the Blue Shield as fiscal agent, and 
(5.) That the Florida Medical Association notify the 
Senators and Representatives from Florida that men 
serving their country in the Armed Forces deserve 
a just wage permitting them to provide their families 
the essentials including medical care. 

Respectfully submitted, 

Adrian M. Sample, Secretary 

St. Lucie-Okeechobee-Martin County 
Medical Society 

“T am further instructed to read back to Dr. 
Roberts what he sent us to read, a quote from 
George Washington: ‘If to please the people we 
offer what we ourselves disapprove, how can we 
afterwards defend our work? Let’s raise our 
standards to which the wise and honest can re- 
pair, the rest is in the hands of God.’ ” 

Seconded by Dr. Cecil M. Peek, of Palm 
Beach. 

Dr. Turner Z. Cason of Duval: “I would like 
to rise to a point of order. I understand this to 
be a motion on which, if we vote, we can get up 
and go home, because he proposes to answer all 
the questions and settle every difficulty. It is 
my understanding you asked for a motion on a 
specific item — No. 1. Now if we are voting on 
the whole matter, we can say goodbye and go on 
home. It seems to me rather out of reason, to say 
the least, to put in one motion the whole phil- 
osophy unless we are ready to vote on the whole 
subject at one time; if so, I am out of order. But 
I think that the motion is out of order at this 
time. 

Dr. Robert E. Zellner of Orange: “Mr. Presi- 
dent, before there is any discussion, it seems to 
me you will have to rule on this point of order. 
This is so comprehensive that it is not a motion; 
it is a series of motions. It seems to me that, be- 
fore we can vote, you are going to have to rule as 
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to whether this motion is germane to the question, 
and, second, decide on whether we will vote on 
any parts of this motion. Before further question- 
ing, I again ask for a point of order.” 

Dr. Jere W. Annis, of Polk: “I move that this 
be tabled.” 

Seconded by Dr. Cason. 

Motion carried. 

Dr. Roberts: “Now, No. 1 on your agenda. 
Shall I read this again? The Chair would like to 
entertain a motion: Shall this Association con- 
tinue to be a party to a contract with the Of- 
fice for Dependents’ Medical Care?” 

Dr. Langley: “I move that the Association 
shall continue to be a party to a contract with 
the Office for Dependents’ Medical Care.” 

Seconded by Dr. Douglas and Dr. Bowen. 

Dr. Sinnott: “I would like to ask someone to 
defend the idea of a contract when General Rob- 
inson mentioned that a noncontractual arrange- 
ment has been working so well in Ohio.” 

General Robinson: “I have asked to make a 
comment. I have told you that the program is 
working well in Ohio and Rhode Island and that 
our relations with individual physicians are good, 
but the medical associations in these two states 
have nothing to say about the standards of medi- 
cal practice except as applied generally. They do 
not take an active part in the management of the 
program and they have nothing to say about 
whether or not the fee is reasonable. I do not 
think it is good for the state medical associations 
to take no active part in this program.” 

Dr. Kennard: “I would like just for informa- 
tion—this is just a fact—to say that while Ohio 
does not have a contract, there is a contract in 
existence with Mutual of Omaha to pay the bills, 
to act as fiscal agent in Ohio. The work that is ac- 
complished by Dr. Milton’s committee and by the 
committees of other states and their county com- 
mittees, is being done by General Robinson’s of- 
fice. It’s a fairly large job for his office. If other 
states relinquish their own contract and turn it 
over to the government and they form a contract 
with someone else, it will just build up this 
bureaucracy in General Robinson’s office to do 
the work of deciding whether the physician’s fee 
is equitable and just, whether he makes a fair 
claim. The feature of this whole thing is whether 
you want to keep control at the state level, or 
whether you want to pass this control to Wash- 
ington. Under the bill, as it exists today, General 
Robinson is charged with furnishing this care 
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through civilian sources and he has to make a 
contract with somebody.” 

Motion carried with Dr. Sinnott dissenting. 

Dr. Roberts: “We will continue some kind of 
agreement with the Office for Dependents’ Medi- 
cal Care.” 

The Chair recognized Dr. W. Dean Steward 
of Orange County Medical Society. 

Dr. Steward: “I move that the House of 
Delegates reaffirm its action of last May and 
continue to take care of dependents on a fee for 
service as previously agreed by the House of 
Delegates; also, that the contract be renegotiated 
yearly and that the contract may be terminated 
on 30 days’ notice by either party.” 

Seconded by Dr. Madison R. Pope of Hills- 
borough. 

Dr. Karl Hanson of Duval: “I would like to 
know whether that means that there will be no 
renegotiation of the maximum fee schedule which 
has been used during the past six months?” 

Dr. Herschel G. Cole of Hillsborough: “As 
Chairman of the Hillsborough County delegation, 
I have been instructed to follow a similar pro- 
cedure and recommend that negotiations be car- 
ried on and the contract be renewed without the 
maximum fee schedule, and in addition that. the 
psychiatric group be included under this program 
as they have not been in the past. We are in favor 
of renegotiation without a fixed fee schedule.” 

Dr. Burns A. Dobbins Jr. of Broward: “In- 
asmuch as Broward County had a little some- 
thing to do with this no fixed fee last time, I think 
I should say something at this time. A little 
knowledge about a problem can create much con- 
fusion. Many of you yesterday at the Blue Shield 
meeting realized that improving your knowledge 
of actual conditions helps understand the problem. 
I wish that I could express myself as eloquently 
as Bob Zellner did in saying that he was wrong 
18 months ago about Blue Shield. I wish I could 
say how wrong I was five months ago. I did not 
understand all of the details of this contract, and 
our county society did not last spring when we 
brought it up to the House of Delegates. We were 
against set fees and we thought it could be done 
much cheaper otherwise, because we knew, as 
you know, that some of the fees are much higher 
than the average fee in the community. So we 
brought the matter up. 

“Actually, as I understand the problems now, 
the Office for Dependents’ Medical Care intended 
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all the time that the schedule would be maximum 
fees that would be allowable, that the state could 
adjudicate and pay without question; it was not 
intended to be the fee that was charged because 
it is their intent that this be carried on on a local 
basis and settled on a local basis in so far as 
possible, but that the maximum fee schedule is so 
that we can pay locally. Now that does not mean 
that there will not be greater fees paid if a special 
report is submitted and the extra charge justi- 
fied. The government will pay more than the 
schedule and has paid more in the past, but as 
any of you know, the government cannot enter 
into a contract agreeing to pay just anything; it 
must know what the maximum will be that it 
will pay without question. That is the reason for 
the maximum fee schedule. 

“IT wish that Medicare could have a full day 
just like Blue Shield did yesterday, so that all 
of us could understand some of these problems a 
little bit more. The prime thing is that we want to 
control this as much as we can. We can do nothing 
about the law. We cannot say what is covered; the 
law specifically states what will be taken care 
of; Congress has taken care of that. It is up to 
us to try to represent the members of the Florida 
Medical Association to the best of our ability 
and see that their interest is taken care of. If we 
do not have a fee schedule, whether we want it 
or not, a schedule will be imposed at some level. 
If we have a schedule that we negotiate, we can 
do the membership a much greater service than 
we can by going into this thing blind and saying 
we will charge what we please.” 

Dr. Samuel M. Day of Duval: “I would like 
to ask a question. When this matter came up last 
spring, Dr. Milton and I were the only ones that 
threw out a word of caution: I withdrew mine 
later when it seemed that we could have a chance 
to prove a principle and allow the doctors to 
charge what they please. I found that I was think- 
ing along different lines from what others were 
thinking. Certainly the information we sent out 
had a hint of what we thought or a direct state- 
ment of it. Our feeling was that if the doctors 
went along charging lower fees for the low income 
groups, which represent about 85 per cent, ac- 
cording to the way we are supposed to do with 
Blue Shield, and our private practices, then there 
would be some money left to charge the generals 
and the colonels more. Now, it turned out that it 
did not work because we did not do that, and 
then we find that some groups thought that the 
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big counties were supposed to charge more and 
the little counties less; so that is another reason 
it did not work. There are two points there indi- 
cating why it did not work. We did not go along 
completely with it with the sincerity which we 
thought we might. I am not sure that it could 
be worked in that manner now. I would like Gen- 
eral Robinson’s answer to that—if we charged 
the lower income groups less, could we not charge 
the higher income groups more? Indiana has a 
plan whereby its over-all figure is supposed to 
average out. Say, an appendectomy should aver- 
age at $150. If it is more than that the Medical 
Society of Indiana is supposed to pay the differ- 
ence, and it is administering the plan. So, if we 
could have something where we could average out, 
it might work even better.” 

Dr. Zellner: “I would like to express a thought 
with reference to Dr. Steward’s motion. In the 
first place, I do not think Dr. Steward disagrees 
with anything that has been said with reference 
to the fee schedule. We need not kid ourselves 
about this; irrespective of whether we vote for it, 
there will be a fee schedule. If we do not negotiate 
it, General Robinson will draw one up. In other 
words, as a taxpayer I would not be willing for 
the government to buy shirts on a basis on which 
it had not negotiated a per unit cost. It does not 
make sense. The sense of Dr. Steward’s motion, 
as I understand it, is to continue the status quo. 


We have a fee schedule, whether you realize it 
or not, and we are having to use it. The im- 
portance of Dr. Steward’s motion, I think, 


is this: If we negotiate a fixed fee schedule and 
publish it, everybody in the state is going to 
charge maximum fees. If we have a fee schedule 
and do not publish it, which is what we have 
now, and then send back the fees that do not 
conform to the schedule, then it leaves the matter 
in the hands of the local county medical society 
and the state, which I think is most important. 
It keeps the control where it belongs, not in Wash- 
ington, not in Jacksonville, but in the local 
county society. As I understand Dr. Steward’s 
motion, therefore, he wants to continue the same 
situation which we have, in which we will have to 
negotiate a fee schedule, changing various items 
in it, but it will not be published. That seems to 
me the most sensible approach, to continue to 
handle this matter on the lowest possible level.” 
Dr. James L. Anderson, of Dade: “I have 
been requested to speak about the neuropsychi- 
atric schedule. It is not true that we are complete- 
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ly eliminated from participating in the Medicare 
program. I think it is that the statute regarding 
the compensation of neuropsychiatrists is some- 
what unclear and ambiguous. It states that we 
can take care of acute emergencies. I think that 
it was the intent of the authorities involved to 
avoid prolonged hospitalization and prolonged 
psychotherapy, in so far as neuropsychiatric ill- 
nesses are concerned. The program, however, is 
not realistic in that it does not recognize the fact 
that about 80 per cent of our acute neuropsychi- 
atric cases really turn out satisfactorily at the 
present time; that is, the patients are able to 
return to their homes and resume normal life. 
The few cases that I have had referred to me by 
Medicare have mostly been suicidal attempts 
necessitating shock therapy. Now, under strict 
interpretation of the law the period of hospitali- 
zation in such cases would be so limited that the 
psychiatrist would be in the position of taking 
care of the first few days of treatment and not 
being allowed to follow through on that type of 
case, whereas, if the patients could stay a few 
more days in the hospital, they probably would be 
over their depression entirely and able to go home 
a well man or woman. Actually, in practice what 
happens is that the brass just stated that the 
emergency was for that length of time and more 
or less told the hospital to pay the hospital bill 
for about four weeks; so we treated the patient 
until she got all right. Strangely enough, mental 
attitudes concerning neuropsychiatry have not 
improved to the point of burdening us with Medi- 
care as far as the Army brass is concerned. For 
some reason or other, when we get visits from 
top echelon officers, and we do occasionally, the 
care definitely does not come under the Medicare 
program as far as the officers are concerned. 
They seem to want no record whatever made that 
it has to do with Medicare.” 

Dr. William M. Straight of Dade: “I would 
like to ask if the Department of Defense is ada- 
mant against the concept of paying a little higher 
fee for the 1 per cent who have an income above 
$9,000? I know from being in the Navy for 
three years, that when the brass gets sick, they 
get a better room in the sick officers’ quarters 
and frequently have a private orderly or nurse 
waiting on them. They segregate them in the 
service. Why will they not pay us a little more 
in private practice?” 

General Robinson: “Dr. Roberts has asked 
me to answer. I might say that at the time of the 
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development of this program, the question was 
asked of the Congressional Committee as to 
whether or not there should be any leeway on 
charges to those in the higher ranks. I have been 
told by those who had to do with the development 
of the program that the Congressional Committee 
definitely made the statement that it wanted to 
run this program straight across the board for the 
majority of the people and that it wanted to in- 
clude all ranks under the same provisions. Actual- 
ly, it amounts to so little that it is hardly worth 
thinking about. 

“Dr. Roberts, if I may, I would like to dis- 
cuss the neuropsychiatric situation a little, too. 
Now, you know already that the law says that 
care for neuropsychiatric diseases is not included. 
It, however, also says that we will take care of 
all kinds of acute emergencies, and we do know 
that a great many of the acute emergencies occur 
in the neuropsychiatric field. So, we have lumped 
those all together and called them acute emotional 
disorders, and we have stated that acute emotional 
disorders are treatable for 21 days. This 21 days 
was not arrived at by any arbitrary means. A 
conference was held including all of the members 
of the group still left in Washington who had to 
do with the preparation of the Directive, the psy- 
chiatric consultants of the Army, the Navy, the 
Air Force and the Public Health Service and Dr. 
Overholser, who is the Director of St. Elizabeth’s 
Hospital. We spent all afternoon devising a 
means of taking care of acute emotional dis- 
orders, and what came out of that meeting was 
ODMC Letter no. 8, with which I am sure many 
of you are familiar. 

“We provided for extensions beyond this 21 
days for three reasons. First, if the patient were 
having to be committed and her sponsor had to re- 
turn from a battleship or Korea or some place 
which required more time than 21 days, an ex- 
tension could be made. Second, if the patient were 
going to get well and be able to go back and as- 
sume her duties if she were kept a week or two 
weeks longer (a reasonable length of time), this 
extension could be approved. And the third reason 
was if there were difficulty in getting her into a 
state institution. We recognize that sometimes it 
takes longer than 21 days to get a patient trans- 
ferred to the state institution. Now, we put the 
responsibility on the hospital administrator to get 
this additional authority. 

“IT know, you think you should not have to 
get the additional authority, but honestly, ‘we 
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have to keep the program so it will pass the Comp- 
troller General, and this is important. Conse- 
quently, we want the payments to be sound and 
to have approval so that they will not be ques- 
tioned. The number of physicians who have fur- 
nished information for extensions is too few; they 
are just not doing it to the extent necessary. And, 
I would like to prevail upon all of you who have 
anything to do with the treatment of those afflicted 
with acute emotional disorders please to furnish 
necessary information when extensions beyond 21 
days are indicated. We are changing the method 
of requesting extensions. We are leaving the re- 
sponsibility with the hospitals, but we are letting 
the hospitals come direct to our office. Before 
we can approve one single day past 21 days, we 
have to go to all four Surgeon Generals and de- 
termine whether the patient can be taken in one 
of their facilities. That is just required. Psy- 
chiatric care is unauthorized care, and I think 
all psychiatrists, at least those to whom I have 
talked, think that even the 21 days, in a great 
percentage of cases, extends long over the period 
of an acute emotional disorder. I had one bill 
from a psychiatrist in Illinois, for example, who 
said he treated the patient for 40 days but that 
the government owed only for three days because 
her acute emotional disorder terminated in three 
days, and that the patient owed for the rest of 
the care. 

“As soon as the new contracts are in effect, 
we will allow the hospital administrator to come 
direct to our office for extension authority in or- 
der to save time. We will try to have the answer 
back to the hospital before the 21 days is over. 
We, of course. need the cooperation of the phy- 
sicians caring for these patients.” 

Dr. H. Phillip Hampton of Hillsborough: 
“May I ask what you did in that case in which 
the doctor only charged you for three days and 
the patient for the rest of the time?” 

General Robinson: ‘We paid for the three 
days; that is all he charged us for.” 

Dr. Hampton: “Was he justified in charging 
the patient?” 

General Robinson: “Oh yes; it was unauthor- 
ized care. A physician is supposed to charge the 
patient for any care he renders which is unauthor- 
ized. 

“Now, on the Indiana plan, which has been 
discussed, I have been to Indiana and I have 
seen how the plan is working. Actually, the Medi- 
cal Society of Indiana had not approved many 
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bills, when I was there, over the Schedule of Al- 
lowances. It had had several under the Schedule 
of Allowances. But, it has encumbered itself 
with a complicated bookkeeping system. For every 
item in the Schedule, it has to maintain a card, 
and it has to show the charge that it approves. 
It does not send in special reports. If, for any 
reason, it has a charge over the schedule, it may 
pay, but another charge which is less must have 
been paid in order to maintain a balance for each 
item. You can understand the necessary book- 
keeping. I am sure that the Florida volume is so 
large that such a system could not be followed 
here with any reasonable staff. 

“Now, then, as to whether or not you publish 
the schedule, as I said in my remarks, we have 
left this decision entirely to the states. The Sched- 
ule from the very beginning has been a maximum 
schedule. There are a sufficient number of doc- 
tors in Florida, and in all of the states, apparently, 
who are willing to take these cases, and I think 
this is very clear when 36 per cent of your phy- 
sicians in Florida have already accepted cases. 

“When the dependent goes to the doctor, she 
should ask him if he will take her case under the 
Dependents’ Medical Care Program. If the doc- 
tor does not desire to accept the allowance, we 
think he should refer her to someone who will 
take her case and give her good service. On the 
other hand, you may have more than one ‘iched- 
ule of Allowances if you desire. We mad? this 
known before the first negotiation. If you want to 
have six maximum Schedules of Allowances to 
cover various areas of Florida, we would not op- 
pose. No state, however, has submitted such a 
plan. It is probably impossible to cover what 
specialists will get, what general practitioners will 
get, what resort area physicians will get, what 
physicians in rural areas will get, all in one Sched- 
ule of Allowances. Therefore, it was thought that 
the best thing to do is to have a reasonably liberal 
maximum Schedule of Allowances and let you con- 
trol that which is normal for individual physicians. 
Those physicians who are submitting bills which 
you know are not normal fees in their practice, 
we hope you can somehow control. This cannot 
be done by our office because we do not have 
the knowledge.” 

Dr. Kennard: “I concur with what General 
Robinson said about the intent of the committees 
that considered the problem of the lower income 
and the higher income military personnel. Mr. 
Kilday, the chairman of the committee, for whom 











J. Froripa M.A. 
Fesruary, 1958 


this bill is often named, recognized that this would 
create a question for the profession. It was, how- 
ever, the consensus of the members of the com- 
mittee when it was considered that they could 
not make an exception. There has been for 150 
years or longer, since the first military establish- 
ment had a form, some form of care for dependents 
of military personnel. The earlier bills presented 
to Congress, which we opposed very vigorously 
from 1945 on, were bills to provide care completely 
in military facilities, to expand military hospitals 
and the military medical corps to take care of all 
military personnel in those facilities. One of our 
biggest objections was the fact that they were 
drafting doctors, and might have to for some time, 
or at least encourage them to come in the service 
to take care of a large number of dependents. So, 
we asked them to put this extra work load, this 
40 per cent for which this bill was designed, into 
civilian facilities on a basis similar to that pro- 
vided in military facilities, and that is where your 
leveling out influence counts. 

“Personally, having been a military man for 
26 or 27 years, I think the brass, or the majority 
of them, will go to military facilities where they 
get special care. There are going to be exceptions 
to this. I know that many of you have had col- 
onels’ and probably generals’ dependents come to 
you for care, but these are the exceptions. 

“T do not think you have very much of a prob- 
lem here except on the basis of principle. I can 
say just one word about principle. This bill, this 
program, actually has, and I will not categorically 
say it is not going to have, some influence upon 
other forms of medical care. It was, however, de- 
signed to accomplish one specific purpose and in 
this respect it is different from the indigent care 
program, which is a big problem, the federal civil 
employees program which is coming up in Con- 
gress, which is on another basis and is a different 
problem, and the Forand bill, which was referred 
to by one of the earlier speakers. I surely hope we 
get out and fight the Forand bill with everything 
we have because here we really have the first step 
in socialized medicine. In this proposal, we have 
a compulsory health insurance plan for the 13 
million over age 62 or 65, and it can be extended. 
These are different programs and they should 
not be confused with this one. That is the prob- 
lem, not to bring this program into the picture 
and focus attention upon it as a solution to these 
other problems, because it is not the same thing.” 

Dr. Robert L. Tolle of Orange: ‘‘Bascially, 
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I am opposed to closed sessions and being kept 
ignorant. I see no good reason why the schedule 
should not be published so that we will know 
where we stand. That does not prevent those who 
would charge less, if they are basically honest 
anyhow, from charging what they would normally 
charge. I am heartily in favor of knowing where 
we stand in regard to what is considered an 
equitable fee as far as the Defense Department 
is concerned.” 

Dr Henry L. Harrell of Marion: “Since the 
figure was quoted that about 97 per cent of us 
kept using this fee schedule after July 1, I won- 
der if all of our members would not like to have 
this maximum fee schedule kept published and 
also would it not take much load off our state 
association and its constituent members?” 


Dr. Anthony C. Galluccio of Broward: “We 
know there is free choice of physicians. Now 
with reference to the large amounts paid to the 
small number of physicians, is there any explana- 
tion for that other than physical proximity of phy- 
sicians to large numbers of Medicare dependents?” 

General Robinson: “If I understand the ques- 
tion, are you referring to the ranges that have 
been paid?” 

Dr. Galluccio: “Yes.” 

General Robinson: “I do not know where they 
are located, Sir, nor who they are. The information 
was obtained from cards punched by Blue Shield 
and furnished to us. We do not have the names of 
the physicians to compare with the card numbers.” 


Dr. Straight: “At the risk of being repetitious, 
I would like to talk a little more about getting 
a different fee schedule for those people in the 
services who have incomes ranging above $4,300. 
I do not think there are many people in this 
room who are deluded to the point that they do 
not believe this is the beginning of a gradual 
socialization of medicine in this country. If, as 
time goes on and more and more employees of the 
government get pulled into schemes such as this, 
which I think we will have to accept gradually be- 
cause we will have no choice, there will still 
be some of the poor who do not work for the 
government whom we will take care of with very 
ttle or no remuneration. At present, we make up 
the loss we take on these charity patients or near 
charity patients by better fees from those who 
can afford to pay. As the present pattern ex- 
pands into more and more of a social system, we 
will not have that source to fall back on to recoup 
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our losses. I still think that some effort ought to 
be made to get the provision in our agreement 
that for those people who have a better than aver- 
age income should pay a little higher for our ser- 
vices, if only as a pattern or policy for the future 
because it seems this is only part of a program to 
change us gradually to government physicians.” 

Dr. Hampton: “I think it is time to ask 
for the question, and in order to answer some of 
these remarks that have been made, I believe the 
best economic system of medical payments for the 
physicians must be the one that provides the best 
medical care for the patient most economically. 
The crux of the matter as to whether this plan 
is going to lead to socialized medicine or not is 
whether the civilian care that these patients have 
the freedom to choose will provide better medical 
care more economically. I would, therefore, like 
to ask three questions of General Robinson to 
determine whether perhaps the law is so rigged 
that it will not favor civilian medical care. 1. 
Why is the patient not required to pay the first 
$25 of hospital care costs in military hospitals? 
Is this $25 payment fixed by law or by regulation? 
2. Are there any estimates of the cost of depen- 
dents’ care in military hospitals? 3. What is the 
percentage of dependents hospitalized in civilian 
hospitals at this time as compared to those hos- 
pitalized in military facilities? I realize that this 
may be off the motion at this time, and if you 
think it would be better for these questions to be 
asked later, I will certainly understand.” 

Dr. Roberts: “I will have to rule that they are 
to be answered later.” 

Someone asked: ‘Does that include nonpubli- 
cation of the list?” 

Dr. Roberts: “That is not in the motion. I 
want to ask Dr. Steward if he intended to include 
in his motion item No. 4 on the agenda: ‘If no 
fixed fee is to be in effect,’ in other words as we 
are going now, status quo, ‘shall the Association 
accept the government’s policy of adhering to a 
maximum fee schedule?’ The status quo would 
be what we are doing now. That would be in or- 
der in your motion?” 

Dr. Steward: “At each renegotiation, if the 
government is going to say that this is a maximum, 
each of these cases would have to be considered 
individually for each area in my opinion. I think 
it should be done at the county level.” 

Motion was read again. 

Motion carried. 

The Chair recognized Dr. Steward. 
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Dr. Steward: “I move to empower the Medi- 
care Committee to renegotiate a fee schedule as a 
guide for state and county committees to use in 
going over the fees submitted.” 

Seconded by Dr. Zellner. 

Dr. Gretchen V. Squires of Escambia: “I 
would like to ask Dr. Steward if he would con- 
sider an amendment to that in which the state 
schedule be subdivided on the basis of districts 
for easier use by the local Medicare committees, 
since there are such wide variations in fees in 
various sections of the state.” 

Dr. Roberts: “Do you accept that, Dr. Ste- 
ward?” 

Dr. Steward: ‘No, sir, because what will be 
set up will be a maximum schedule. Each local 
committee in each district is supposed to adjust 
the fees according to what is generally charged 
in that area. I can not see where separate sched- 
ules would be necessary.” 

Dr. Melvin M. Simmons of Sarasota: “I would 
like to ask Dr. Steward if he will accept substitute 
wording to make that a ‘maximum schedule of 
allowances’ rather than a fee schedule—to change 
the wording to a ‘schedule of maximum allowances’ 
as a guide?” 

Dr. Steward: “I accept that.” 

Dr. Day: “I would like to clarify a little bit 
—if an individual doctor writes the office for a 
copy of this schedule, are we to give it to him?” 

Dr. Roberts: “How can you refuse?” 

Dr. William R. Ploss of Monroe: “I believe 
the proper answer to an individual requesting 
such a fee schedule would be to refer him to 
his own county society, if those copies are avail- 
able on a local level.” 

Dr. Day: “That is what we would like to 
have clarified.” 

Motion carried. 

The Chair recognized Dr. Dobbins. 

Dr. Dobbins: “My county has asked me to 
introduce this resolution.” 


Resolution 
Local Medicare Committees 


WHEREAS: It is the intent of the Florida Medi- 
cal Association that medicare fees be determined and 
administered on a local basis. 


BE IT RESOLVED THAT: The Florida Medical 
Association urge each of its component county societies 
to establish a strong local committee which will ac- 
quaint itself with medicare and administer medicare 
affairs on a county basis insofar as possible. 


BE IT FURTHER RESOLVED THAT: In the ab- 
sence of a local committee the Florida Medical As- 
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sociation empower its Medicare Mediation Committee 
to determine fees based on local standards. 
Respectfully submitted, 
Garland M. Johnson, Secretary, 
Broward County Medical Association 

“T move the adoption of this resolution.” 

Seconded by Dr. Jack L. Wright of Dade. 

Dr. Sinnott: “As a member of a small county 
society, I would like to object to any coercive 
instructions from the state society to a county 
society.” 

Dr. S. Carnes Harvard of Pasco-Hernando- 
Citrus: “I do not see from this resolution where 
these local county levels are going to set up fees 
for that particular small county or large county; 
I do not see where that would be equitable.” 

Motion carried. 

Dr. Roberts: “Next, we must select represen- 
tatives for the negotiation of a contract in Janu- 
ary. I want you to know that is soon. How shall 
we go about it?” 

Someone asked: 
mittee?” 

Dr. Roberts: “John Milton.” 

Dr. Milton: “As I told you, I did not want to 
be chairman of the negotiating team this time. 
According to regulations already sent out by 
ODMC, there will be two negotiators paid by 
ODMC. Any others will have to be paid by the 
state association.” 

Dr. Zellner: “I can appreciate Dr. Milton’s 
desire to get off this committee, but this is still 
a new baby, and I do not see how we can afford 
to let him go. It seems to me, therefore, that it 
is a foregone conclusion that we are going to have 
to ask him to do it again. Now there is one item 
that needs more thought, and that is the medical 
section of the schedule. If nominations are in or- 
der therefore, I would like to nominate Dr. Donald 
Marion as the second member of the negotiating 
team, if for no other reason than to have him learn 
how this is going so that if Dr. Milton insists on 
quitting, we will have another good man to carry 
on.” 

Dr. Hampton: “I second both nominations.” 

Dr. Roberts: “Do I get your nomination 
straight, Dr. Zellner? Do you presume that Dr. 
John Milton has been nominated?” 

Dr. Zellner: “I presume he has no choice.” 

Dr. Roberts: “Are there any other nomina- 
tions for chairman of this negotiating team?” 

Someone asked: “Who is nominated?” 

Dr. Roberts: “Dr. John Milton.” 

Dr. Hampton: “I move that nominations be 
closed.”’ 


“Who is the present com- 
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Seconded by Dr. Dobbins. 

Someone in the audience said: “That was not 
chairman, was it? Dr. Zellner just nominated 
two men for the nominating team.” 

Dr. Roberts: “Will you give the Chair the 
prerogative to appoint him?” 

Dr. C. Robert DeArmas of Volusia: “Is it 
possible to have more than two on that team?” 

Dr. Roberts: “Two only will be paid by the 
government. You can have as many others as 
you want.” 

Dr. DeArmas: 
Judson Graves.” 

Dr. Roberts: “Did you understand Dr. Mil- 
ton’s remarks? If you have more than two nego- 
tiators, that the Florida Medical Association will 
have to bear the expense?” 

Dr. Hampton: “I rise to a point of order. 
There was a nomination on the floor that has 
been seconded that after the first two nominations, 
nominations be closed. I would suggest that we 
vote on that and then if there are additional nom- 
inations they can be acted on.” 

The Chair called for a voice vote which was 
inconclusive. Dr. Roberts then called for a 
standing vote. 

Motion carried. 

Dr. Hampton: “I would like to suggest that 
if anyone wishes to nominate other members to 
the negotiating team at their own expense or at 
the Florida Medical Association’s expense, that 
be done.” 

Dr. Roberts: “I would be glad to entertain 
such a motion, but if you make a motion, you 
should stipulate whether the FMA pays or whether 
the man himself pays. The Board of Governors 
has to know these things.” 

“Are there any other nominations?” 

Dr. DeArmas: “I would like to nominate Dr. 
Judson Graves of Jacksonville to go at his own 
expense.” 

Dr. Herbert W. White of St. Johns: “I would 
like to nominate Dr. Burns Dobbins of Broward 
County.” 

Dr. Steward: “If it is possible to amend this 
motion, I would like the Florida Medical As- 
sociation to send at least one of these men. I 
do not think it is fair to nominate a man and 
ask him to pay his own expenses.” 


“T would like to nominate Dr. 


Dr. Roberts: “Will you accept that amend- 
ment?” 
Dr. DeArmas: “Yes.” 


Dr. Jere Annis: “Before we keep nominating, 











I think we should decide how many we want on 
this negotiating team. Let us set a limit.” 

Dr. Cecil Peek: “I nominate Dr. Leo Wach- 
tel.” 

Dr. Zellner: “It seems to me some decision 
should be made as to how many are going. If 
we can amend this motion once more, I would 
like to amend it that we send one more to be 
elected from the ones nominated, expenses to be 
paid by the Florida Medical Association.” 

Dr. Walter E. Murphee of Alachua: “I move 
that Dr. Zellner’s motion be a substitute motion 
so that we can vote on it first.” 

Seconded by Dr. Hanson. 

Motion carried. 

Dr. Roberts: “Dr. Zellner, will you clarify 
the motion that just has been passed so that 
everybody will understand.” 

Dr. Zellner: ‘The motion was that we send 
one additional negotiator whose expenses will be 
paid by the Florida Medical Association, to be 
selected from those nominated.” 

On motion, duly seconded and carried, nomina- 
tions were closed. 

Dr. Squires asked for the specialties of the 
nominees. 

Dr. Roberts: “Dr. Wachtel specializes in dis- 
eases of men, women and children; Dr. Dobbins 
specializes in diseases of those under 15 or 12; 
and Dr. Judson Graves is a radiologist.” 

The Chair asked for a standing vote for the 
nominees: 

Dr. Leo Wachtel—19 
Dr. Burns Dobbins—46 
Dr. Judson Graves—17 

Dr. Roberts: “Dr. Dobbins will be your 
paid delegate.” 

The Chair recognized Dr. Russell B. Carson, 
President of Blue Shield. 

Dr. Carson: “I am a visitor, but I do not see 
on the agenda the selection of a fiscal agent and 
I am wondering if you are desirous of continuing 
Blue Shield or shall we be relieved of our duties?” 

Dr. Roberts: “I am very thankful to you for 
suggesting it, Dr. Carson. Will some member 
of the House of Delegates talk about that?” 

Dr. Harvard: “I move that Biue Shield be 
kept as our fiscal agent.” 

Seconded by Dr. Eugene G. Peek Jr. of 
Marion. 

Motion carried. 


Dr. Douglas: “May I present a foreign mo- 
tion, so to speak? The delegates from Escambia 
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County wish to present the following motion in 
regard to antepartum care: that the House of 
Delegates of the FMA officially approve the 
principle of payment for each antepartum visit 
rather than by trimesters, that the drugs allowed 
under the Medicare program be obtained by the 
patient from the pharmacy of her choice and that 
the pharmacist be paid directly by the Medi- 
care program under a plan similar to that used 
by the Veterans Administration for payment for 
drugs.” 

Seconded by Dr. Herbert L. Bryans of Es- 
cambia. 

Dr. Murphree: “I move that resolution be 
referred to the negotiating committee.” 

Motion seconded. 

Dr. Douglas: “I will be very glad to accept 
the motion that it be referred to the negotiating 
committee to save time.” 

Motion carried. 

Dr. Hampton: “I rise to ask whether that 


resolution is referred without approval or re- ° 


jection?” 

Dr. Roberts: “It is referred to them, I pre- 
sume, for their consideration and to do the best 
they can do with it.” 

Dr. Douglas: “Is that dropped now? I 
wanted to explain why I brought it up.” 

Dr. Roberts: “Go right ahead.” 

Dr. Douglas: “The General has pointed out 
that there will be a choice in the handling of 
antepartum care. We think that is one of the 
big criticisms of the entire system in our part 
of the state. If antepartum care is paid for by 
visits, we believe the fee will be much more 
just.” 

-Dr. Roberts: “I think it was understood 
when General Robinson talked about antepartum 
care that you have to take one or the other. 
I am sure the negotiating team would like to have 
an expression from the House as to whether you 
prefer to take it on a trimester basis or on a fee 
for service basis. It will help the committee mem- 
bers make up their mind and will give the doctor 
what he wants. We can take one or the other, 
but we cannot take them both. I think it is a 
good question. 

“Now, you want an expression from the House 
of Delegates; is that what your motion intended 
in the beginning?” 

Dr. Douglas: “Mr. President, I simply wanted 
it down in writing, the fact that it is a question. 
I do think that the three man group can very 
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ably handle the problem, and I see no particular 
reason for discussion. 

Dr. Milton: “In May, your committee in ref- 
erence to the schedule made this particular recom- 
mendation to the Reference Committee that we 
have a fee for service and on the strength of that, 
the Office for Dependents’ Medical Care has been 
contacted.” 

Dr. Rowland E. Wood of Pinellas: “I would 


like to move that the House of Delegates adjourn 


and any matters that have not been brought up 


- be referred to the three man committee.” 


Motion seconded. 

Dr. Roberts: “I want to beg your motion 
just a little bit, Dr. Wood, to give Dr. Hampton 
a chance to ask a question here that we think is 
germane to our whole setup with reference to 
Medicare.” 

Dr. Hampton: “I have asked three questions 
of the General as further information to the excel- 
lent presentation of the studies that have been 
made of this plan so far, to try to point out that 
we have been quite concerned about fee schedules 
and certain principles, but perhaps some of us 
have overlooked what I think is the basic issue. 
This is an opportunity for a certain segment of 
the population in this country to choose govern- 
ment care or civilian care. I think it is an excel- 
lent opportunity. I think it has been fairly pre- 
sented, and I wanted to ask three questions to 
see if these patients actually have free choice, and 
if they may be influenced by other factors than 
actually the best and most economical care that 
they can get. I have, therefore, asked these three 
questions of General Robinson. 

“1. Why is the patient not required to pay the 
first $25 of his hospital costs in a military hospital, 
and is this $25 payment to a civilian hospital the 
law, or is that the regulation? 

“2. Are there any estimates of the cost of 
dependent care in military hospitals? 

“3. What percentage of dependents of the 
military are now choosing civilian hospital care 
and what percentage are choosing military hospital 
care?” 

General Robinson: ‘You have asked ques- 
tions that are unanswerable. 

“Why the $25 was put on the civilian program 
and not on the military program, I cannot posi- 
tively say. This was determined before I had any- 
thing to do with the program. I would imagine 
the decision to charge $25 was probably made to 
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act as a control to keep down unnecessary hos- 
pitalization in civilian hospitals. 

“In service hospitals, we do not have quite 
the need for such controls that you have in civil- 
ian medicine because we control it through com- 
mand. I am sure this is the reason. 

“The estimates of costs in military hospitals 
came up in Congressional appropriation hearings 
last year. The committee was of the opinion that 
costs in military hospitals were considerably less 
than in civilian hospitals. I have already showed 
you our best estimate of what this program is 
costing. The Appropriations Committee wrote in- 
to their report that consideration should be given 
by the Defense Department to making limitations 
in areas around military hospitals for economy 
reasons. That was advised against by our office, 
the A.M.A., and the American Hospital Associa- 
tion. Nothing has been done to establish such 
restrictions at this time. We have recommended 
that consideration be given to employing a statisti- 
cal agency to determine what comparable costs 
are. There really are no existing comparable 
figures. I think probably the civilian program will 
cost more, mainly because in our hospitals we 
have command control, and theoretically a more 
economical program should result. Also, it is 
rather generally recognized that civilian physicians 
are better remunerated than military. These two 
generalizations would lead to the conclusion that 
care in uniformed services facilities would be 
somewhat less expensive. 

“As to the number of military and civilian 
patients, I have already told you we are running 
more than 4,000 patients a day in the civilian 
program. I might be able to make a ‘guesstimate’ 
as to how many we are running in the military 
program, but I would say that it might be about 
7,000 or 8,000 a day. 

“Between the two programs, in spite of the 
fact that the military services have come down in 
strength, in the year that we have been in opera- 
tion, 35 per cent more dependents are being cared 
for than last year. 

“May I just say, since this will be my last 
appearance, I have enjoyed very much coming 
to Florida and working with you. I assure you 
that we do not know all the answers to all ques- 
tions concerning the program at present. We 
are going to continue to do our very best to re- 
solve the questions as they arise. We hope the 
manual which we have prepared will do much to 
create better understanding. Whether or not you 











enter the fees which we negotiate in the manual, 
we are going to ask you officially to publish it at 
government expense, so that every physician has 
a copy.” 

Dr. Hampton: “Thank you, General Robin- 
son, for those statistics. I take it that it is run- 
ning about two to one, the utilization of this pro- 
gram, in favor of military hospitals. There are 
approximately two patients to be cared for in 
military hospitals to one in civilian.” 

General Robinson: ‘That is very rough; you 
understand that.” 

Dr. Hampton: “I would like to ask further 
then whether that $25 the patient is required to 
pay is the law or the regulation?”’ 

General Robinson: “It is the law.” 

Dr. Hampton: “It is the law. It seems to me 
that that is definitely weighing the balance in 
favor of military hospitals in the patient making 
his choice as to whether he will be hospitalized in 
civilian or military hospitals. I think that $25 is 
an unfair weight in this plan in favor of military 
hospitals. We have heard it stated that 2 per cent 
of the patients are stating that they would not 
choose civilian hospitals again. Obviously, if over 
the period of the next five or six years more and 
more patients choose military hospitals, it would 
be a very strong factor for the development of 
more government medical care. This is a chal- 
lenge to the civilian physicians and civilian hos- 
pitals to provide better medical care for depend- 
ents of military personnel, and we must show 
that it can be done more economically, in addition 
to being better. This $25 is a very strong factor 
in the patient’s mind in choosing between civilian 
and military hospitalization, but I somewhat 
doubt, General, that the position of the civilian 
physician and that of the military physician dif- 
fer much as far as the patient’s desire to go into 
a hospital is concerned. I think it would be just 
as much a deterrent factor for the patient to go 
into the hospital unnecessarily in a military hos- 
pital as it would for him to go unnecessarily into a 
civilian hospital. 

General Robinson: ‘There may be other rea- 
sons; I just don’t know.” 

Dr. Hampton: “I wonder if it is possible for 
us to make strong recommendations that the $25 
be charged the patient who goes into a military 
hospital.” 

Dr. Kennard: “I can add one further clarify- 
ing comment. This $1.75 a day happens to be the 
present rate. The law provides the following: ‘For 
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each admission, the plan shall also provide for 
payment by the patient of hospital expenses in- 
curred under paragraph 1 hereof, in the amount 
of either (1) $25 or (2) the charge established 
pursuant to Sec. 103-C of this act multiplied by 
the number of days of hospitalization.’ Section 
103-C states: ‘The Secretary of Defense after 
consultation with the Secretary of Health, Educa- 
tion, and Welfare shall establish fair charges for 
in-patient medical care given dependents in the 
facilities of the uniformed services, which charges 
shall be the same for all dependents.’ The Secre- 
tary of Defense has it in his capability, in the 
law, to set the fee at anything above or below 
$1.75 a day. This is something that can be dealt 
with with him.” 

Dr. Hampton: “In other words, he could say 
that the first day would be $25 in a military hos- 
pital if he wished, or the first five days would be 
$5?” 

Dr. Kennard: ‘That is right. He could estab- 
lish a different rate. It does not take any law; he 
has the authority here to equalize it if that should 
be appropriate.” 

Dr. Hanson: “There is a motion before the 
House.” 

Dr. Roberts: ‘Before we call for the vote 
on that, Dr. Tolle, did you want to say some- 
thing?” 

Dr. Tolle: “Yes, there is one other thing. We 
are dealing now with General Robinson, who is 
extremely cooperative, but I was wondering, what 
provision there is, since there is so much authority 
wielded by his office, for replacing the Executive 
Director in case he is dictatorially inclined and we 
are unable to get along with him.” 

General Robinson: “I think you can expect 
that there will always be excellent personnel in 
the office.” 

Dr. Roberts: “We wil! have that 30 days’ 
grace anyhow.” 

Dr. Roberts: “This is the House of Delegates, 
and I do not want anybody to go home unhappy.” 

Dr. Edwin W. Brown of Palm Beach: “I just 
wanted to say that I think we should all be re- 
minded that our government is for the people 
and by the people and that we doctors are the peo- 
ple. In a sense, we are negotiating with ourselves. 
We are paying from one pocket into the other. We 
would like our cost of government to be reduced, 
that the budget be balanced, that our taxes be 
reduced. We are dealing with largely a lower in- 
come group of people in the Medicare program 
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and we would like the Medicare program to be as 
low as possible.” 

Dr. Roberts: “We had seated today 101 dele- 
gates out of 155; 78 were required for a quorum. 
Now, I want to take this opportunity to thank this 
House of Delegates, first, for coming, for being 
here. You are the people who are definitely in- 
terested in organized medicine. About those fish- 
ing friends, who could not bother to come up here 
on the weekend, I shall have something to say 
later on, probably in my annual address. I want 
to thank you from the bottom of my heart for be- 
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ing brainy and learned men, and men of states- 
manlike qualities. You did not confuse me too 
much. Fortunately, the gods were with me since 
my parliamentarian did not come. I thank you 
for your kindness. 

“T want to thank General Robinson and Dr. 
Kennard for coming and I want to thank Mr. 
Arndt; we appreciate your interest. If nobody 
objects, Dr. Woods motion is in order; it will not 
require any discussion.” 

Motion carried. 

Meeting was adjourned at 1:10 p.m. 
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Program for Eighty-Fourth Annual Meeting 


The program for the Eighty-Fourth Annual 
Meeting of the Florida Medical Association at the 
Americana Hotel, Bal Harbour, Miami Beach, 
May 10-14, 1958 has been arranged to follow the 
plan of last year’s successful meeting. The scien- 
tific sessions and the organizational work of the 
Association have been arranged to avoid conflicts. 
The majority of the scientific papers have been 
scheduled on one day to permit members who 
find it impossible to attend the full session to come 
on Tuesday. The work sessions of the House of 
Delegates have been spread so that adequate time 
is available between the sessions for hearings of 
reference committees; the time is not interrupted 
by other meetings. 

The activities of the speciality groups are 
planned for Saturday and Sunday. The first ses- 
sion of the House of Delegates will convene in 
midafternoon Sunday. The General Session on 
Monday will include, in addition to talks on or- 
ganizational aspects of medicine, two general 
scientific talks. Outstanding out-of-state speakers 
have beea obtained to review the up-to-the-minute 
status of such subjects as the relation of tissue 


specificity to surgical transplantation of organs 
and the changing concepts of tuberculosis. It has 
been impossible to schedule for the Association’s 
program all of the distinguished visitors who are 
speaking at the meetings of the special societies. 
The popular panels will be continued this year 
on Tuesday and will cover both medical and sur- 
gical aspects of chest diseases and recent advances 
in modern methods of diagnosis and therapy. The 
remaining scientific sessions will be devoted to the 
specialties and to surgery. The second session of 
the House of Delegates on Wednesday will con- 
clude the meeting. 

The Scientific Exhibit will feature health eval- 
uations for physicians attending the meeting. The 
Committee on Tuberculosis and Public Health of 
the Association, in conjunction with the Woman’s 
Auxiliary, State Board of Health, and the Medi- 
cal Schools of Florida, will conduct physical ex- 
aminations, run screening laboratory procedures 
and have experts to interpret them for busy phy- 
sicians while they wait. Though physicians rec- 
ommend these periodic evaluations for their pa- 
tients, few take the time from practice to have 
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themselves examined. A special exhibit on acci- 
dents has been arranged to emphasize the increas- 
ing importance of this useless waste of life. The 
hotel has built a new exhibit hall so that more 
space is available under better circumstances for 
display of scientific material than has been possible 
in recent years. A few spaces are still available 
for new exhibits. 

The program of motion pictures and kinescopes 
planned for Monday evening still has a few open- 
ings. 

The program allows adequate opportunity for a 
balance of scientific postgraduate education and 
much needed rest and relaxation. The hotel is 
cooperating to the fullest in planning the use of 
its beautiful facilities for an excellent meeting. 





Association Policies on Medicare 
Determined at Called Meeting 
Of House of Delegates 


Medicare was the subject of a special meeting 
of the House of Delegates of the Florida Medical 
Association, held at the George Washington Hotel 
in Jacksonville on Dec. 8, 1957. Of the 155 dele- 
gates eligible to participate in the called meeting, 
101 were seated, and other members of the Associ- 
ation were present. 

Dr. John D. Milton, who has served as chair- 
man of the Association’s Medicare Mediation 
Committee from the beginning and is thoroughly 
conversant with the Medicare Program, was the 
first speaker. He presented a comprehensive re- 
view of Medicare in Florida. Among the several 
guests who were in attendance were three who 
addressed the House. Major General Paul I. 
Robinson, Executive Director of the Office for 
Dependents’ Medical Care, Washington, D. C., 
presented the current over-all picture of Medi- 
care and in the question and answer period was 
most cooperative in elucidating many aspects of 
the Medicare Program. The Assistant Director of 
the Washington Office of the American Medical 
Association, Dr. William J. Kennard, Washington, 
D. C., discussed several facets of the subject. Mr. 
John D. Arndt, Medicare Administrator of the 
Medical Association of Georgia, Atlanta, Ga., ex- 
plained the handling of the Medicare Program in 
Georgia. Blue Shield of Florida was represented 
by Dr. Russell B. Carson, President, Mr. H. A. 
Schroder, Executive Director, and Mr. N. G. John- 
son, Medicare Coordinator. 

The House voted to continue to be a party 
to a contract with the Office for Dependents’ 
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Medical Care. It reaffirmed its action of May 
1957, which was to continue to provide authorized 
professional care for eligible dependents on a fee 
for service basis, accepting the policy of the 
government that the Schedule of Allowances shall 
be a maximum for all fees not substantiated by 
special report. 

The FMA Medicare Committee was empower- 
ed to renegotiate a maximum Schedule of Allow- 
ances as a guide for the Association and county 
medical society Medicare committees. The ne- 
gotiating team authorized by the House to repre- 
sent Florida at the first of the renegotiation con- 
ferences, scheduled to be held in Washington on 
Jan. 6-7, 1958, was Dr. John D. Milton, chair- 
man, of Miami, who was drafted to continue in 
that capacity, Dr. Donald F. Marion, also of 
Miami, and Dr. Burns A. Dobbins Jr., of Fort 
Lauderdale. 

It was emphasized in the discussion leading 
to the House actions that the fees charged eligible 
dependents under the Medicare Program should 
be those usual to the community, that all author- 
ized care is on a full service basis, and that per- 
sistent charging to the maximum could encourage 
the Office for Dependents’ Medical Care to re- 
quest a re-evaluation of the maximum Schedule 
of Allowances. 

The House accepted with appreciation Blue 
Shield’s offer to continue as the Fiscal Adminis- 
trator of the Program in Florida. 

The complete proceedings of this called meet- 
ing of the House are published in this issue of The 
Journal. 





Seminar on Cardiovascular Diseases 
Jacksonville, February 20-22, 1958 
The Fifth Annual Seminar on Cardiovascular 
Diseases will be presented by the Northeast 
Florida Heart Association on February 20, 21 
and 22 at the Prudential Auditorium in the Pru- 
dential Building in Jacksonville. Co-sponsors of 
the meeting are the Division of Postgraduate Edu- 
cation of the College of Medicine of the Univer- 
sity of Florida, the Florida State Board of Health 
and the Florida Medical Association. The Seminar 
is endorsed by the Florida Heart Association and 
is accepted by the American Academy of General 
Practice for 15 hours’ credit in Category I. 
The outstanding faculty includes such distin- 
guished teachers as Dr. Samuel Bellet, Professor 
of Clinical Cardiology, University of Pennsylvania 
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Graduate School of Medicine, Philadelphia; Dr. 
George E. Burch, Professor and Chairman of the 
Department of Medicine, Tulane University 
School of Medicine, New Orleans; Dr. Denton A. 
Cooley, Associate Professor of Surgery, Baylor 
University College of Medicine, Houston; and 
Dr. Ben I. Heller, Professor of Medicine, Univer- 
sity of Arkansas School of Medicine, Little Rock. 
Local faculty members are Dr. James E. Cousar 
III, Dr. Lawrence E. Geeslin, Dr. Karl B. Han- 
son and Dr. Joseph J. Lowenthal. 

Registration will begin at 8:30 a.m. on Thurs- 
day, February 20. The registration fee is $10, 
with no charge for residents, interns and physi- 
cians in the armed services. A special parking area 
will be provided for those in attendance. On 
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Thursday and Friday, luncheon groups will meet 
in the St. Johns Room in the Prudential Building. 
The Roosevelt Hotel will be the downtown head- 
quarters, and reservations may be secured by con- 
tacting the hotel or the Northeast Florida Heart 
Association, 425 W. Duval St., Jacksonville. 

At the opening session on Thursday morning, 
Dr. Turner Z. Cason, President, will welcome the 
registrants and guests. Dr. Daniel R. Usdin, 
Chairman of the Program Committee, will preside, 
and the other members of this committee, Dr. J. 
Brooks Brown, Dr. David R. Moomaw and Dr. 
Richard A. Nelson, will preside at succeeding 
sessions. On Friday morning, Dr. Simon D. Doff 
will preside. 

The program follows: 


FIFTH ANNUAL SEMINAR 
ON CARDIOVASCULAR DISEASES 
PRUDENTIAL BUILDING, JACKSONVILLE, FEBRUARY 20-22, 1958 


THURSDAY, FEBRUARY 20 


Presiding: Dr. Daniel R. Usdin 


8:30 Registration 

9:20 Address of Welcome Dr Cason 
9:30 “Electrolyte Disturbances in Congestive Heart Failure, Part I” Dr. Heller 
10:05 “Electrolyte Disturbances in Congestive Heart Failure, Part II.” Dr. Heller 
10:40 Recess 

11:00 “Cardiac Arrhythmias” Dr. Bellet 
11:35 Panel Discussion: “Arrhythmias and Electrolytes” Drs. Heller, 

Bellet, Hanson 
12:30 Lunch 
Presiding: Dr. David R. Moomaw 

2:00 “Pericarditis with Effusion” Dr. Bellet 
2:35 “Cardiac Complications in Renal Failure” Dr. Heller 
3:10 Recess 

3:25 “Cardiac Arrest” Dr. Bellet 
4:00 Clinical Conference: ‘Cardiovascular Problems” Drs. Bellet, 


Moderator: Dr. A. Sherrod Morrow 


FRIDAY, FEBRUARY 21 


9:00 “Correctable Forms of Hypertension” 

9:35 “Management of Patients with Hypertension” 
10:10 Recess 
10:30 Panel Discussion: “Hypertension” 


Heller, Geeslin 


Presiding: Dr. Simon D. Doff 
Dr. Burch 
Dr. Burch 


Drs. Burch, Cooley, Heller, Bellet, Lowenthal 


Moderator: Dr. George T. Harrell 
11:30 ‘Surgical Aspects of Arterial Occlusive Disease” Dr. Cooley 
12:30 Luncheon Conference 
“Medicine and Russia,” Dr. Burch 
Presiding: Dr. J. Brooks Brown 
1:30 “Surgery of Aortic and Arterial Aneurysms” Dr. Cooley 
2:20 “Interesting Aspects of the Aging Process” Dr. Burch . 
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2:55 “Open Heart Surgery—Results in 300 Patients Using Pump Oxygenator” Dr. Cooley 

3:40 Recess 

4:00 Panel Discussion: “Heart Surgery” Drs. Cooley, 

Moderator: Dr. Arthur R. Nelson Burch, Bellet, 
Cousar 

SATURDAY, FEBRUARY 22 Presiding: Dr. Richard A. Nelson 
9:00 “Chronic Renal Disease” Dr. Heller 

9:35 “Coronary Artery Disease” Dr. Bellet 
10:10 Recess 

10:30 “Unusual Problems in Cardiovascular Surgery” Dr. Cooley 
11:05 Question and Answer Period Drs. Heller, 


Bellet, Cooley 





Symposium on Cardiovascular Problems 
Of the Aging 
Miami Beach, April 12, 1958 

A symposium by outstanding experts on the 
Management of Cardiovascular Problems of the 
Aging is being sponsored by the Dade County 
Medical Association in conjunction with the J. B. 
Roerig Company on Saturday afternoon, April 
12, 1958 at the Eden Roc Hotel in Miami Beach. 
All members of the Florida Medical Association 
are invited to attend. 

Dr. O. Whitmore Burtner, Chairman of the 
Symposium Committee, has announced that the 
titles of the three papers planned for this after- 
noon symposium are: Peripheral Vascular Disease, 
Cerebral Vascular Insufficiency and Emotional 
Aspects of Coronary Disease. The names of the 
four speakers who will participate will be an- 
nounced at an early date. 

A cocktail party at 12 p.m., in the Imperial 
Room of the Eden Roc Hotel, will be followed by 
a luncheon with a guest speaker in the adjoining 
Pompeii Room. The luncheon speaker is expected 
to touch upon some of the lighter aspects of lipid 
metabolism. The three papers will then be present- 
ed. A question and answer period will end the 
meeting at about 5 p.m. 

The wives of the members of the Florida 
Medical Association will be invited to the cock- 
tail party and the luncheon. Entertainment will 
be provided for them in the Mona Lisa Room of 
the hotel while the symposium is in session. 





Second Annual Fracture Course 
Chicago, April 16-19, 1958 


The second annual Post Graduate Course in 
Fractures and Other Trauma will be given by 
the Chicago Committee on Trauma of the Ameri- 


can College of Surgeons, for four days from Wed- 
nesday, April 16 through Saturday, April 19, at 
the John B. Murphy Memorial Auditorium, 40 
East Erie St., Chicago. 

All phases of trauma will be discussed by out- 
standing teachers from five medical schools, and 
chiefs of services of leading hospitals in the Chi- 
cago area as well as notable guest speakers from 
other parts of the country. Among the visiting 
guest speakers are Dr. Walter Blount of Mil- 
waukee, Dr. H. Relton McCarroll of St. Louis, 
Dr. Don O’Donoghue of Oklahoma City, and Dr. 
Joseph Boyes of Los Angeles. 

Topics will include trauma of the hand, head, 
chest, abdomen, heart, knee, shoulder, treatment 
of burns, athletic injuries, and other subjects se- 
lected in answer to a questionnaire sent last year’s 
registrants. Illustrated lectures, patient demon- 
strations, and question and answer periods will 
also be held. All inquiries may be addressed to Dr. 
John J. Fahey, 1791 W. Howard St., Chicago 26. 





Report of Delegates 
To American Medical Association 
1957 Clinical Meeting 


Fluoridation of public water supplies, free 
choice of physician, the Heller Report on organi- 
zation of the American Medical Association, the 
Forand Bill providing hospital and surgical bene- 
fits for Social Security beneficiaries, guides for 
occupational health programs covering hospital 
employees, distribution of Asian Influenza vac- 
cine and guides for the medical rating of physi- 
cal impairment were among the variety of sub- 
jects acted upon by the House of Delegates at 
the American Medical Association’s Eleventh 
Clinical Meeting held Dec. 3-6, 1957 in Philadel- 
phia. 

Dr. Cecil W. Clark of Cameron, La., was 
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named 1957 General Practitioner of the Year after 
his selection by a special committee of the Board 
of Trustees for outstanding community service. 
Dr. Clark, 33 year old country doctor who was a 
medical hero during Hurricane Audrey last June, 
was present at the meeting to receive the gold 
medal which goes with the annual award. 

Speaking at the opening session on Tuesday, 
Dr. David B. Allman of Atlantic City, A.M.A. 
President, called for ““more freedom, not less, in 
America and in the medical profession.” Dr. All- 
man urged the delegates to embark on local action 
campaigns to enlist full community support in 
opposition to the Forand Bill, a pending Con- 
gressional proposal which would provide hospital 
and surgical benefits for persons who are receiv- 
ing or are eligible for Social Security retirement 
and survivorship payments. The Forand Bill, he 
said, is “cut from the same cloth” as national 
compulsory health insurance and “emanates from 
the same minds.” 

Total registration at the end of the third day 
of the meeting, with half a day still to go, had 
reached 5,375, including 2,562 physician members. 


Fluoridation of Water 

In settling the most controversial issue at the 
Philadelphia meeting, the House of Delegates ap- 
proved a joint report of the Council on Drugs 
and the Council on Foods and Nutrition which 
endorsed the fluoridation of public water sup- 
plies as a safe and practical method of reducing 
the incidence of dental caries during childhood. 
The 27 page report on the study which was di- 
rected by the House at the Seattle Clinical Meet- 
ing one year ago contained these conclusions: 

“1. Fluoridation of public water supplies so 
as to provide the approximate equivalent of 1 
ppm of fluorine in drinking water has been estab- 
lished as a method for reducing dental caries in 
children up to 10 years of age. In localities with 
warm climates, or where for other reasons the in- 
gestion of water or other sources of considerable 
fluorine content is high, a lower concentration of 
fluoride is advisable. On the basis of the available 
evidence, it appears that this method decreases the 
incidence of caries during childhood. The evidence 
from Colorado Springs indicates as well a reduc- 
tion in the rate of dental caries up to at least 
44 years of age. 

“2. No evidence has been found since the 1951 
statement by the Councils to prove that contin- 
uous ingestion of water containing the equivalent 
of approximately 1 ppm of fluorine for long pe- 
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riods by large segments of the population is harm- 
ful to the general health. Mottling of the tooth 
enamel (dental fluorosis) associated with this 
level of fluoridation is minimal. The importance 
of this mottling is outweighed by the caries-in- 
hibiting effect of the fluoride. 

“3. Fluoridation of public water supplies 
should be regarded as a prophylactic measure for 
reducing tooth decay at the community level and 
is applicable where the water supply contains less 
than the equivalent of 1 ppm of fluorine.” 


Free Choice of Physician 

Acting on the issue of free choice in relation 
to contract practice, the House passed a resolu- 
tion which reaffirmed approval of previous inter- 
pretations of the Principles of Medical Ethics by 
the Association’s Judicial Council and directed 
that they be called to the attention of all constit- 
uent associations and component societies. One 
Council opinion, issued in 1927 and reaffirmed 
in Philadelphia, stated that the contract practice 
of medicine would be determined to be unethical 
if “a reasonable degree of free choice of physician 
is denied those cared for in a community where 
other competent physicians are readily avail- 
able.” The resolution also cited a Council opin- 
ion, published in the October 19, 1957, issue of 
The Journal of the A.M.A., which stated that the 
basic ethical concepts in both the 1955 and 1957 
editions of the Principles of Medical Ethics are 
identical in spite of changes in format and word- 
ing. This opinion added that “no opinion or report 
of the Council interpreting these basic principles 
which were in effect at the time of the revision has 
been rescinded by the adoption of the 1957 prin- 
ciples.” 

The 1927 Council report also pointed out that 
“there are many conditions under which contract 
practice is not only legitimate and ethical, but in 
fact the only way in which competent medical 
service can be provided.” Judgment of whether or 
not a contract is ethical, the report said, must be 
based on the form and terms of the contract as 
well as the circumstances under which it is made. 

In another action related to the issue of free 
choice, the House adopted a resolution condemn- 
ing the current attitude and method of operation 
of the United Mine Workers of America Welfare 
and Retirement Fund “as tending to lower the 
quality and availability of medical and hospital 
care to its beneficiaries.” The resolution also 
called for a broad educational program to inform 
the general public, including the beneficiaries of 
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the Fund, concerning the benefits to be derived 
from preservation of the American right to free- 
dom of choice of physicians and hospitals as well 
as observance of the “Guides to Relationships 
Between State and County Medical Societies and 
the UMWA Welfare and Retirement Fund” which 
were adopted by the House last June. 


The Heller Report 
Acting on the report of the Committee to 
Study the Heller Report on Organization of the 
American Medical Association, the House reached 
the following decisions on 10 specific recommen- 
dations: 

1. The office of Vice-President will be con- 
tinued as an elective office. 

2. The offices of Secretary and Treasurer 
will be combined into one office to be known as 
Secretary-Treasurer, and that officer will be select- 
ed by the Board of Trustees from one of its num- 
ber. 

3. The duties of the Secretary-Treasurer will 
be separated from those of the Executive Vice- 
President. 

4. The office of General Manager will be 
discontinued, and the new office of Executive 
Vice-President will be established. The latter, ap- 
pointed by the Board of Trustees, will be the 
chief staff executive of the Association. 

5. The Council on Medical Education and 
Hospitals and the Council on Medical Service will 
continue as standing committees of the House of 
Delegates. but their administrative direction wil 
be vested in the Executive Vice-President. 

6. The voting members of the Board of 
Trustees will be limited to 11 — the nine elected 
Trustees, the President and the President-Elect. 
The Vice-President. and the Speaker and Vice- 
Speaker of the House of Delegates will attend 
all Board meetings, including executive sessions, 
with the right of discussion but without the right 
to vote. 

7. The House disapproved of the proposal 
to elect the Trustees from each of nine physician- 
population regions. 

8. The office of Assistant Secretary will be 
discontinued, and a new office of Assistant Ex- 
ecutive Vice-President will be established. 

9. The Committee on Federal Medical Serv- 
ices will be retained as a committee of the Council 
on Medical Service and will not become a part of 
the Council on National Defense. 

10. The Speaker of the House will appoint 
a joint and continuing committee of six members, 
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three from the Board of Trustees and three from 
the House, to redefine the central concept of 
A.M.A. objectives and basic programs, consider 
the placing of greater emphasis on scientific activi- 
ties, take the lead in creating more cohesion among 
national medical societies and study socioeconom- 
ic problems. 

The accepted recommendations were referred 
to the Council on Constitution and By-laws with 
a request to draft appropriate amendments for 
consideration by the House at the 1958 annual 
meeting in San Francisco. 


The Forand Bill 


The House condemned the Forand Bill as 
undesirable legislation, approved the firm position 
taken in opposition to it and expressed satisfac- 
tion that the Board of Trustees has appointed a 
special task force which is taking action to de- 
feat the bill. In a related action, giving strong 
approval to Dr. Allman’s address at the opening 
session, the House adopted a statement which 
said: 

“It is particularly timely that our President 
has so forcefully sounded the clarion call to the 
entire profession for emergency action. With com- 
plete unity, definition and singleness of purpose, 
closing of ranks with all age groups and elements 
of our organization we must at this time stand 
and be counted. Thus we can exert the physician’s 
influence in every possible direction against in- 
vasion of our basic American liberties in the form 
of proposed legislation alleged to compulsorily in- 
sure one segment of the population against health 
hazards at the expense of all.” 


Health Programs for Hospital Employees 

A set of “Guiding Principles for an Occupa- 
tional Health Program in a Hospital Employee 
Group” was approved by the House. The guides 
were developed by a joint committee of the Ameri- 
can Medical Association and the American Hospi- 
tal Association and already had been formally 
approved by the A.H.A. They include these state- 
ments: 


“Employees in hospitals are entitled to the 
same benefits in health maintenance and protec- 
tion as are industrial employees. Therefore, 
programs of health services in hospitals should use 
the techniques of preventive medicine which have 
been found by experience in industry to approach 
constructively the health requirements of em- 
ployees. 
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New rapid-acting ACHROMYCIN V Capsules offer more 
patients consistently high blood levels—at no sacrifice 
to the broad anti-infective spectrum of ACHROMYCIN 
Tetracycline, its low incidence of side effects, or its dosage 






and indications. 


The pure, unaltered crystalline tetracycline HCI molecule 
of ACHROMYCIN, now buffered with citric acid, provides 





Tetracycline HCI Buffered with Citric Acid 


prompt and high blood levels, faster broad-spectrum action 
... rapidly decisive control of infections. New ACHROMYCIN 


V Capsules do not contain sodium. 
REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg... ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg. 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 
mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK > 
*Reg. U.S. Pat. Off. 
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“Tt is essential that employee health programs 
in hospitals, as in industry, be established as sep- 
arate functions with independent facilities and per- 
sonnel. The fact that hospitals are engaged in 
the care of the sick as their primary function 
does not alter the necessary organizational plan 
for an effective occupational health program.” 


Asian Influenza Vaccine 


The House considered three resolutions dealing 
with the Asian influenza immunization program 
and then adopted a substitute resolution calling 
attention to “certain inadequacies and confusions 
in the distribution of vaccines” and directing the 
Board of Trustees to seek conferences through 
existing committees “with a view to establishing 
a code of practices regulating the future distri- 
bution of important therapeutic products, so that 
the best interest of all the people may be served.” 
The resolution pointed out that the American 
Medical Association already has a joint committee 
with the American Pharmaceutical Association 
and the National Association of Retail Druggists, 
in addition to a liaison committee with the Drug 
Manufacturers Association, 


Medical Rating of Physical Impairment 


The House accepted a 115 page “Guide to the 
Evaluation of Permanent Impairment of the 
Extremities and Back” which was developed by 
the Committee on Medical Rating of Physical 
Impairment as the first in a projected series of 
guides. The delegates commended the committee 
for doing “a superb job on this difficult subject” 
and expressed pleasure that the guides will be 
published in The Journal of the A.M.A. The 
guides are expected to be of particular help to 
physicians in determining impairment under the 
new disability benefits program of the Social 
Security Act. 


Miscellaneous Actions 


Among a wide variety of other actions, the 
House also: 

Directed that a new committee be established 
in the Council on Industrial Health to study 
neurological disorders in industry; 

Noted with approval the establishment of the 
American Medical Research Foundation. 

Decided that informational materials which 
are sent to A.M.A. delegates should also be sent 
to all alternate delegates; 

Affirmed that it is within the limits of ethical 
propriety for physicians to join together as part- 
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nerships, associations or other lawful groups pro- 
vided that the ownership and management of the 
affairs thereof remain in the hands of licensed 
physicians; 

Instructed that the appropriate committee or 
council should engage in conferences with third 
parties to develop general principles and policies 
which may be applied to the relationship between 
third parties and members of the medical pro- 
fession ; 

Urged state medical society committees on 
aging and insurance to make continuing studies 
ef pre-retirement financing of health insurance 
for retired persons; 

Endorsed a suggestion that the Committee 
on Federal Medical Services sponsor a national 
conference on veterans’ medical care during 1958; 

Asked the Board of Trustees to study the 
feasibility of having the Association finance a 
thorough investigation of the Social Security sys- 
tem by a qualified private agency; 

Suggested that physicians and their friends 
make a vigorous effort to obtain Congressional 
enactment of the Jenkins-Keogh Bills; 

Approved the “Suggested Guides to Relation- 
ships Between Medical Societies and Voluntary 
Health Agencies”; 

Strongly recommended that a_ completely 
adequate and competent medical department be 
established in the Civil Aeronautics Administra- 
tion directly responsible to the CAA Administra- 
tor. 

Opening Session 

At the Tuesday opening session Rear Admiral 
B. W. Hogan, Surgeon General of the U. S. Navy, 
presented the Navy Meritorious Public Service 
Citation to Dr. Dwight H. Murray of Napa, 
Calif., immediate past president of the Association. 
Contributions to the American Medical Education 
Foundation, for financial aid to the nation’s medi- 
cal schools, were presented by four state medical 
societies: California, $143,043.25; Utah, $10,390; 
New Jersey, $10,000, and Arizona, $8,040. The 
Interstate Post Graduate Medical Association of 
North America gave $1,000, and the Illinois State 
Medical Society announced that it was adding 
$10,000 to the $170,450 presented at the New 
York meeting last June. 

Respectfully submitted, 

Louis M. Orr, M.D. 

Reuben B. Chrisman Jr., M.D. 
Francis T. Holland, M.D. 
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Informational Meeting Held for Blue Shield Active Members 


On Dec. 7, 1957, an informational meeting 
of the Active Members of Blue Shield was held 
at the Blue Cross - Blue Shield Building in Jack- 
sonville. Some 105 of the Active Members of 
Florida Blue Shield, which includes the seated 
House of Delegates of the Florida Medical As- 
sociation, met in an all day session to hear pres- 
entations about Blue Shield and to participate in 
discussions concerning the past, present and future 
of the Florida Plan. 

By resolution of the House of Delegates, it 
was the purpose of the meeting to inform the 
profession better on prepayment matters and to 
improve the channels of communication between 
the profession and the Plan. No authority to act 
was granted; therefore, no voting or final action 
was taken at the meeting. 

The program, arranged by the Florida Medi- 
cal Association Advisory Committee to Blue Shield 
and the Blue Shield Board of Directors, featured 
two speakers of national prominence in the field of 
medical economics, Dr. Fredrick H. Good of Colo- 
rado, and Mr. Jay C. Ketchum of Michigan, as 
well as speakers of prominence and authority from 
the state organization. Also included was a panel 
discussion in which the Committee of Seventeen 
presented various topics and the entire assembly 
joined in a general question and answer period. 

Dr. William C. Roberts, President of the 
Florida Medical Association, in a brief talk stated 
that he was intensely interested in Florida Blue 
Shield and that he favored a complete study of it 
by Florida Physicians. He said that in his recent 
travels he had found organized medicine over the 
country watching Florida’s decisions. He also in- 
dicated that he believed the Florida Plan now was 
a reasonable facsimile of what Blue Shield should 
be and urged that all doctors acquire better 
knowledge of prepayment and be prepared to 
make decisions regarding it at the next annual 
meeting of the Association. 

Dr. Russell B. Carson, President of Florida 
Blue Shield, reviewed the history of Florida Blue 
Shield, its relationship to Blue Cross, and its re- 
sponsibility to the profession, the public and the 
State Insurance Commissioner. Speaking of its 
relationship to Blue Cross, Dr. Carson pointed 


out that all the facilities, including the building, 
used by Blue Shield were the property of the 
Blue Cross Plan and that Blue Shield was a renter 
from that corporation. He also commented on the 
financial aspects of the Plan that have given the 
Board of Directors concern for the past few years. 
He indicated that the Plan was now paying 86.5 
per cent of its income to the doctors for services 
rendered its subscribers. 

Addresses by Dr. Henry J. Babers Jr., Chair- 
man of the Florida Medical Association Advisory 
Committee to Blue Shield, and Judge Ben C. 
Willis, Judge in the Second Judicial Circuit Court 
and a member of the Board of Directors of Florida 
Blue Shield, are published in this issue of The 
Journal of the Florida Medical Association. The 
other addresses made at the meeting are scheduled 
for publication in subsequent issues of The Jour- 
nal. 

Many favorable comments at the time of the 
meeting and correspondence from individuals and 
societies since that time indicate that the meeting 
was successful in creating an area of better under- 
standing between the physicians of Florida and 
their Blue Shield Plan. The Florida Medical As- 
sociation Advisory Committee to Blue Shield and 
the Blue Shield Board of Directors invite your 
comments. 


Opening and Explanatory Remarks 


Henry J. BABers Jr., M.D. 
GAINESVILLE 


Chairman of the Florida Medical Association 
Advisory Committee to Blue Shield 


Gentlemen: It is time for us to start our 
meeting because there are many important things 
to be discussed here today. We should all feel 
at home in this building because it has been made 
possible by our control and support, especially 
the medical leaders who began Blue Shield of 
Florida in 1946. 

It is fitting that we start this important meet- 
ing with a prayer, and I have asked Dr. Henry 
L. Harrell of Ocala to lead us in prayer. 

(Prayer by Dr. Harrell) 

In 1956 (it seems years ago now) at the an- 
nual meeting of the Florida Medical Association, 
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at the request of the Dade County Medical Associ- 
ation and also by request of the Board of Direc- 
tors of Blue Shield of Florida, a resolution was 
presented and passed requesting a committee of 
the Florida Medical Association to act as Adviso- 
ry to Blue Shield and as a reference committee for 
Blue Shield matters. This resolution was presented 
by Dr. Louis M. Orr (who was chairman of the 
reference committee) and seconded by Dr. H. 
Phillip Hampton. This group of doctors was ap- 
pointed by President Langley in August 1956, and 
had its organizational meeting on Sept. 30, 1956. 

Little did we know what we were getting into. 
Our thoughts were much the same as those of 
many of you in reference to Blue Shield. We 
simply knew nothing about the immensity of 
the economic problems facing the medical pro- 
fession except in a general sort of way; we found 
that Blue Shield was only a small but important 
facet of the over-all problem. We can show you 
our committee minutes and show you that we all 
had our own ideas of what to do and what was 
wrong; but we were wise as a group (I admit 
that freely). We said that we would not make 
any statements until we knew what we were talk- 
ing about. As individuals, we have not hesitated 
to state our feelings; but as a committee, we have 
been very careful. Please refer to our report, the 
Committee of Seventeen’s Report, to the House 
of Delegates at the last annual meeting of the As- 
sociation, published in The Journal of the Florida 
Medical Association and you will find that this is 
true. 

We want you to know that from the outset 
we refused to make ourselves apologists for Blue 
Shield. We were and we have remained a Florida 
Medical Association committee to study Blue 
Shield problems and to advise Blue Shield through 
the Association. Blue Shield through its Board 
of Directors and administration, and this is im- 
portant, has shown itself completely cooperative; 
we have been given every bit of information on 
its operation; nothing has been withheld. 

At first, we decided mainly to study the situa- 
tion about which we quickly recognized much 
ignorance on our part. Later, we voted to get and 
give information to and from the membership of 
the Association. Little did we know as a commit- 
tee how doctors individually, in county societies 
and in specialty groups, would respond to our ef- 
forts. 

Our group has studied. We have had four long 
meetings on Sept. 30, 1956, Dec. 2, 1956, April 7, 
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1957, and July 28, 1957. Most of our members 
have attended all of these meetings, and that in 
itself is remarkable because of the time, expense, 
and distances involved. I now honestly believe 
that a majority of our group have a great deal 
more knowledge of our economics than do the 
majority of doctors in Florida. We have been 
consistent. We agreed after study that we believed 
that Blue Shield was, by its nature, a good thing 
and should be continued. (Dr. Donald F. Marion 
was not a member of this committee until June 
1957; so I will not include him in this statement, 
although I hope and believe he agrees with me.) 
If you will look into our actions, you will see that 
we have been fair and judicial in our approach. 
We want to be consistent and fair, and there is 
not a Casper Milquetoast in the lot of us. 

So surely, it must be evident that there is some 
reason for our obvious worries. Every now and 
then a doctor will ask, “What in the world are 
you talking about? What controversy?” There 
is controversy, and if a man does not recognize 
it, that does not mean there is not. Is there any 
reason but common sense why so many of us can 
see this problem in a different light than many 
of you? Is there possibly any ulterior motive that 
would make any of us say or do anything that 
was not honest or fair? We have had our motives 
questioned. Our knowledge after a year of study 
has given us insight into problems that many of 
you do not realize exist. Do you have any knowl- 
edge of the responsibilities of Blue Shield’s Board 
of Directors to the Insurance Commissioner of 
the State of Florida? Do you have any knowl- 
edge of the make up of the Board of Directors 
of Blue Shield? Do you know that its members, 
both physicians and laymen, are people of the 
highest caliber and integrity? Do you realize the 
importance of having such laymen on the side 
of medicine when the public tests come, and soon? 
If I have learned anything from this work, it is 
the power and help we get from the laymen. 

Do you realize that with our vacillation, in- 
competence and bickering on economic problems 
we run the risk throughout the country of 
such friends of medicine becoming disgusted with 
us? We could not blame them if they did, but 
fortunately they are men and women of stature 
who see beneath our inconsistencies and like us 
for our good qualities. Do you think that the 
members of the Board of Directors of Blue Shield 
benefit monetarily from Blue Shield? The facts 
are clear; they do not. At times I wonder why 
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they continue. Suffice it to say that within them 
(and all of us, I hope) there is still the American 
current of fair play and the feeling of public 
service; otherwise, I am sure our leaders both 
medical and lay would throw up their hands and 
go home or else hang themselves from the handiest 
limb. 

Now a word of explanation of how this educa- 
tional meeting came about. At the last annual 
convention of the Association in 1957 a resolu- 
tion was passed on the sponsorship of the Com- 
mittee of Seventeen requesting Blue Shield to have 
an informational meeting. This was agreed to by 
the voting members of Blue Shield and by the 
Board of Directors, hence this gathering today. 
And believe me, we have every reason to say a 
prayer for guidance. 

This meeting is important, and it is gratify- 
ing to see so many here this early. I think that it 
is a bit unusual in a medical group, and Florida is 
a long state. With the cooperation of Blue Shield, 
we have prepared a full program. We have 
brought here two national figures, Dr. Fredrick 
H. Good of Colorado and Mr. Jay C. Ketchum 
of Michigan, whom we will introduce in due time. 

As our work program has developed, one 
thing has become obvious to us: Things are not 
simple. When you make one move, you do not 
always realize that it may cause two or three other 
things to happen that you did not consider when 
you made the original move; so things are not 
simple. There are a thousand angles to the eco- 
nomics in medicine. A striking and dismaying 
factor at times has been for us to find tremendous 
diversity and lack of unity of our general mem- 
bership in Florida. 

Here, then, is the beginning of our meeting 
and here is our projected course of action. If one 
wishes to make a good decision on any matter, 
he must know what he is doing. Do not buy a 
pig in a poke or some phony uranium stock, 
but do not turn down a good proposition either. 
We have learned to our utter amazement, at times, 
that doctors can go from sheer apathy to rank 
hysteria in one jump on these economic problems; 
they will at times insult their friends and bless 
their enemies without knowing what they are do- 
ing. We have realized that if we applied the same 
methods to medical care problems as we do to the 
economics of medicine, no patient would be safe. 
Thank heaven, by training and aptitude, doctors 
do use reason and analysis in medical cases, but 
often they do not in economics. Here is the pro- 
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jected course of action: At this meeting we hope 
to give you many of the facts and ideas concern- 
ing Blue Shield that we have learned in the past 
year. At least, if we have to put on the gloves 
and fight, let us know what we are fighting about; 
let us truly understand the issues. This we hope 
to do today, to outline the facts. There is 
nothing to decide today. Let your heads and 
consciences guide you to your future course. 

After today, our Committee will continue to 
study and to make available to you all informa- 
tion possible including the thoughts of our “Grass 
Roots” in the membership. Then by the time of 
the next annual meeting of the Florida Medical 
Association, in the spring of 1958, let us make 
a decision. Too, let us hope that all elements of 
the Florida Medical Association will combine to 
make whatever this decision is, in reference to 
Blue Shield, unanimous, or at least in great ma- 
jority. Our Committee has requested of the Board 
of Governors, and they have agreed, that adequate 
time and space be alloted in reference committee 
for a full formal debate and then decision of the 
House of Delegates on three matters: (1), 
whether to continue Blue Shield with good and 
positive support, or not to continue Blue Shield 
after that; (2) to straighten out the inequities 
of Blue Shield, especially in reference to the non- 
surgical portions, if we wish to continue Blue 
Shield; and (3) to empower somehow, someway, 
Blue Shield so that it can act and not be com- 
pletely hamstrung as it is now, if we vote to con- 
tinue Blue Shield. 

So today’s program is simply setting the stage 
for the spring meeting, and you are hereby put 
on notice. Please let everybody at home know. In 
reference committee at that time, an agenda 
should be set up so that all interested parties can 
be heard; this should be worked out ahead of 
time so that each person heard has thought out 
his remarks carefully and the hearing does not 
degenerate into a foolish time-wasting hassel, out 
of keeping with our medical heritage. Could 
anything be fairer? 

Please refer to the agenda for this meeting. 
The first half until after lunch is for Blue Shield 
to present its position as an insurance vector, re- 
sponsible to the laws of the State of Florida and 
to the public as well as to the medical profession. 
The afternoon will be devoted to the presentation 
by the Committee of Seventeen, including a panel | 
discussion. 











Blue Shield From 
The Layman’s Viewpoint 


Jupce BEN C. WILLIs 
TALLAHASSEE 


Circuit Judge, Second Judicial Circuit and 
Member of the Board of Directors of Florida Blue Shield 


Dr. Carson, Dr. Babers and Active Members 
of Blue Shield, I am deeply grateful to Dr. Car- 
son for his more than generous remarks and I 
am sure that he has committed a gross extrava- 
gance in the estimate that he has given of my ser- 
vices or my contribution to the Blue Shield Board 
of Directors. 

I have been requested to talk a few minutes 
about a layman’s observation, or “Blue Shield 
from the Layman’s Viewpoint.” When I speak 
of layman, I mean one who is not a Medical Doc- 
tor. 

My first contact with Blue Shield, or my first 
real knowledge that there was such an organiza- 
tion, came through a physician. I had been like 
everyone else, I suppose, plagued almost daily by 
insurance agents of one kind or another, who 
wanted me to increase my life insurance, or take 
out insurance on my home to provide against this 
calamity and that holocaust, and one thing and 
another, until there had been built up a great deal 
of resistance. I remember, however, one social 
evening when, quite casually, a physician in my 
home town described to me something of Blue 
Cross and Blue Shield, and for the first time, I 
learned that Blue Shield was an organization that 
was created by and administered by physicians. 
Immediately, I became interested, and when an 
opportunity came some months later, when indi- 
vidual applications were being received in my 
county, I eagerly submitted an application and 
became a subscriber. I mention my experience 
for the reason that I think it was not greatly dif- 
ferent from that of many others. The reason 
that Blue Shield and Blue Cross, its twin and 
the organization which goes hand in hand with 
Blue Shield, have achieved such remarkable suc- 
cess, not only in Florida, but the Plans in other 
states, has been the fact that the medical profes- 
sion was associated with it. 

Observing as a layman, the members of the 
medical profession and the medical profession as 
a whole, I find, and I think the overwhelming ma- 
jority of the public finds that it is a group of men 
and women who are highly trained, who are highly 
skilled and who are accomplished scientists and 
artists. In addition to their proficiency and their 
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skills, they also are a dedicated group of people. 
They are dedicated professionally and dedicated 
to the highest of human attributes, the relief of 
suffering, and the curing of ills of the human race. 
This combination of attributes necessarily as- 
sociated with their profession, the skill, the train- 
ing and the dedication that go with it, has placed 
the physician—and I do not think that many of 
you realize it—in high regard among his fellow 
men. 

I know that the physician perhaps thinks more 
of the ungrateful patient who has complained of 
what he thought was a modest bill after he had 
rescued that patient from the brink of death. Or, 
perhaps he thinks of the uncharitable remarks 
that some uninformed person would make about 
the nature of certain treatment that had been 
given, but I venture to say, gentlemen, that for 
every complaint you have had, for every un- 
pleasant remark that has been made to you or 
about you, there are dozens who may not have 
expressed themselves, but who regard you with 
deepest affection. Because they have observed 
that in practically every instance, and I think 
that is a universal truth, physicians are compas- 
sionate, and physicians are those who give en- 
couragement and relief in times of great stress, 
you do have and you have earned a deep love and 
affection from the people among whom you dwell. 
That, gentlemen, is the reason Blue Cross and 
Blue Shield, particularly Blue Shield, have the ap- 
peal they do to the public; it is because the phy- 
sicians are associated with it, and because the 
public associates with the physician the very 
highest of integrity, the very highest in service 
and the very best of everything. That was the 
reason I became interested in Blue Shield and 
became a subscriber. 

Since that time, I have had some opportunities 
to know a little bit more about Blue Shield. I 
had the privilege of being the legislative consult- 
ant, sometimes vulgarly referred to as a lobbyist, 
in the state legislature for a number of interests 
including Blue Shield, and I had to learn, and 
did learn, much of the inner workings of the or- 
ganization. At first, my impression was that it 
was just another insurance company, that per- 
haps a group of doctors had put up the money, 
and that they owned and controlled and adminis- 
tered the company. I find that I was in error. 
It was originated by the physicians, and it was 
through the devoted efforts, and sometimes the 
very discouraging efforts, of some energetic and 
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ambitious people that Blue Shield of Florida 
came into existence. There was at one time enough 
money put up to get it started, but there is not 
a dime now that is owned by anyone. 

Blue Shield is an insurance company to be 
sure. It is a corporation; but unlike the ordinary 
corporation, it has no stockholders, it has no 
dividends, but it does have a tremendous service. 
The ones who foot the bill, the subscribers, have 
no voice whatever in its operation. They have no 
voice in the choice of directors; they have no 
vote in any of its deliberations. The subscribers 
are contributing and are placing into the channels 
of Blue Shield something like a half million dol- 
lars each month: and as Dr. Carson has stated, 
86.5 per cent of this amount is returned to the 
subscriber, that is, nominally it is returned to the 
subscriber, but actually it goes into the pockets 
of the physicians of Florida because the benefits 
are paid directly to the physicians. So it is a 
multimillion dollar proposition so far as the phy- 
sicians of this state are concerned. 

Very properly, the enabling act requires that 
a majority of the Board of Directors shall be phy- 
sicians. Actually, 12 out of 19 members of the 
Board of Directors are physicians. Now, what 
would be comparable to the stockholders, that is, 
those who have a voice in the election of directors 
and the direction of the policy, is also cast very 
heavily in the medical profession. It is provided 
that the Active Members of Blue Shield, of 
which this is an assembly, shall be the members 
of the House of Delegates of the Florida Medical 
Association, plus the Blue Shield Board of Direc- 
tors, and there is some word about such other 
persons as may be elected to membership. There 
is also the requirement that such other persons 
shall never exceed 20 per cent of the entire mem- 
bership. So you can see that from the very re- 
quirements of the organization, it is the medical 
profession which dominates it, as it should do. 
So it is your Blue Shield. It is the Blue Shield 
of the Florida physicians. 

I have also had the privilege of observing the 
operation of the Florida Medical Association, 
which I think is one of the finest organizations in 
the state. It is certainly a very representative or- 
ganization. I believe that you have a large per- 
centage of the practicing physicians as members 
of your Florida Medical Association. It is the 
delegates from the individual societies, presumably 
I suppose, chosen by the physicians themselves 
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in their local societies, who constitute the active 
members of this organization. 

Being a multimillion dollar organization and 
being an insurance company, subject to regula- 
tion by the State Insurance Commissioner, having 
an obligation to its subscribers, steadily growing 
as it has in the past and bids to do in the future, 
Blue Shield is confronted with created problems. 
There are created problems of policy. There are 
created problems of trying to anticipate develop- 
ments and to meet conditions which are rapidly 
changing. Perhaps the initial reason for the bring- 
ing into existence of Blue Cross and Blue Shield 
was the fact that the commercial insurance com- 
panies themselves were reluctant to enter the pre- 
paid medical and hospital care program. It is un- 
derstandable because commercial companies have 
to show a profit. It requires a tremendous out- 
lay both in money and in organization to put a 
program like this over, and the chances are, with- 
out experience behind them, the companies were 
reluctant to go into this field because they did not 
know just what the result might be. 

After it was pioneered by the Blue Shield and 
Blue Cross corporations, however, and it was 
found that it would work and did work, the com- 
mercial companies came into the field. Their 
activity presents a problem, too, to Blue Shield, 
in that it does have competition. It is competition 
that is actively seeking, though not dishonorably 
—I am not going to accuse any insurance com- 
pany of being dishonorable—to eliminate Blue 
Shield. They would like to see Blue Shield fail. 
They would like to see it out of the picture be- 
cause it is a good thing and something in which 
they would like to be more active and have a big- 
ger share. Blue Shield has never sought to be 
exclusive in this field. It has welcomed compe- 
tition, it has welcomed the opportunity that the 
public would have to receive whatever benefits 
the commercial companies are able to provide. We, 
however, are here and we must recognize that we 
do have competition. If we are to survive, and to 
carry on the program which has been set out, 
that competition must be recognized and that 
competition must be met. 

I paid you a compliment, that is, I paid the 
medical profession a compliment a moment ago. 
It was not a compliment that is undeserved by any 
means or in any way exaggerated, because you do 
have the affection, the regard, and the confidence 
of your fellow men. I do want to point out, how- 
ever, that there is nothing that reminds me so 











much of a group of lawyers, as a group of doctors. 
When we get together and have our meetings, we 
behave just about like a group of doctors, and I 
imagine the engineers and the other professions 
behave pretty much the same way. I do want to 
mention this in all good humor and in all sincerity, 
and without any intention of being critical because 
it is perfectly natural that when persons do be- 
come highly skilled and become artists, there are 
a few who become prima donnas. I am happy 
to say, that from my observation, those have been 
in the great minority and that the great majority 
have sought to approach whatever questions or 
problems that may have confronted them, or may 
have occurred to them, on a very rational and 
reasonable basis with a keen desire to pursue them 
as one would any other scientific fact, to search 
for and obtain the truth. 

Blue Shield is not beyond criticism. It is not 
beyond improvement. There are many instances 
in which criticism is warranted and welcomed 
and from which improvements have been made. 
Nevertheless, for all of those criticisms that come 
about in a reasonable and rational manner, when 
they are presented in other ways, it creates a great 
handicap to those who are attempting to form the 
policy or to administer the actual workings, be- 
cause it takes time and sometimes it takes a great 
deal of time to fathom what is behind many of 
these things and to get to the bottom of it. I 
believe that the Committee of Seventeen has done 
a wonderful job in bringing to the physicians of 
this state the problems of Blue Shield and also in 
bringing to the Board of Directors and to the 
management of Blue Shield the problems of the 
physicians, so that the two might be matched 
and the problems might be resolved. I think a 
great deal of misunderstanding has been dis- 
sipated. More in that line of course is needed and 
will always be needed; it is a continuing project. 

I should like to impress upon this group that 
Blue Shield is yours. It is yours to continue to 
grow and continue to serve, or it is yours to de- 
stroy. It will do one or the other. It will not 
stand still. Blue Shield must meet changing con- 
ditions, it must meet competition, it must seek 
to give the service that the public itself is demand- 
ing, and which it will get one way or another, 
either from the government or from the commer- 
cial insurance companies, if they are willing to 
enter it. The public is going to get what it de- 
mands, one way or the other. There are many 
fine things about a Blue Shield Plan. I think it 
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preserves the very finest that we have in our 
system of economics. It certainly recognizes the 
value and the necessity of free enterprise. It rec- 
ognizes the sanctity of the physician and patient 
relation. It recognizes the freedom of choice of 
the patient or the physician. It recognizes all that 
we cherish and hold dear and it seeks and has ac- 
complished much towards solving the great prob- 
lem which has faced our people in these times of 
having an income which barely provides what we 
consider to be the actual necessities. 

Very few of us, and I say “us,” set aside very 
much for the so-called rainy day. We are not able 
to do so even though our income may be con- 
sidered rather substantial. We feel that we want 
to educate our children and want to send them to 
creditable colleges and universities. We feel that 
we want to maintain certain standards in our 
home. We want to have a comfortable home and 
we want it equipped. We do not want a fireplace; 
we want a furnace. We do not want an old gramo- 
phone; we want a TV set. We want the things 
that we feel our age and times entitle us to have. 
When those things are provided, we find that there 
is not much to set aside for the rainy day. So a 
person can have a rather substantial income, and 
yet in a very short time become medically indi- 
gent. If suddenly some disease or accident befalls 
him and he is unable to continue his earnings and 
is required to make the expenditures which hos- 
pitalization and medical expenses bring forth now, 
he finds that in a short time he is behind the eight 
ball, so to speak. So, Blue Shield is not merely 
for the common laborer; it is not merely for the 
low-salaried worker; it really reaches into the 
realm of those who do have substantial incomes; 
and it does provide against those contingencies 
which arrive and relieves both the tensions and 
the economic demands that those unfortunate oc- 
currences bring about. 

I would ask that each of you take this message 
back to your fellows in your own communities; 
that if there is a problem, if there is a question, 
to try to understand the reason for the existence 
of the problem and come forth with a concrete 
suggestion for correcting whatever may be the 
thing to be criticized. 

I think the management and Board of Direc- 
tors both recognize that without the support that 
has been given by the physicians of Florida, Blue 
Shield would long ago have failed. There have, 
however, been instances in which they have been 
rather vexing. Criticisms have been resolved when 
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full knowledge was brought forth. I ask you to 
cooperate with your Committee of Seventeen, and 
to seek to know more about your organization 
and what it seeks to do and the problems that 
it faces. 

I will tell this little story, in closing, of an old 
gentleman who had for many years nursed very 
tenderly and very devotedly an invalid wife who 
had suffered from rheumatism for about 30 years. 
When the dear old soul passed away, the old man 
was very much grieved and hurt. About six weeks 
later it was noticed that he began to pay attention 
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to a rather young woman; and finally, to the sur- 
prise of the community, the announcement was 
made that he and this young girl had married. 
One of his old friends went to him and said, 
“Well, Uncle John, it’s mighty fine, glad you did 
it, hope you'll be happy, but you were so devoted 
to your first wife that it comes as sort of a sur- 
prise to us that you have done this thing.” He 
replied, “Well, son, I smelled liniment for 20 
years and now I’d like to smell a little perfume.” 
So, the Board of Directors and the management 
would like to smell a little perfume. Thank you. 
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Doctors Are Dedicated 


“Doctors should be dedicated,” is heard fre- back for more until breathing is restored. He 


quently enough when laymen discuss physicians. 
That type of conversation is usually triggered by 
an occasion when no physician can be found at 
the precise moment that the patient expects him 
to be on tap. The inference is that their ideal is 
a chap who is always on hand, day or night, 7 
days a week, 52 weeks a year; and that the physi- 
cian who is not Johnnie-on-the-spot is not dedi- 
cated. This “devoted” fellow never sleeps, never 
takes a vacation, never sends a bill, never deviates 
from his jolly, unruffled composure, and always 
goes along with every suggestion that the family 
makes. To complete the deal he has to die pre- 
maturely of a heart attack or double pneumonia 
incurred in the course of some extraordinary ex- 
hibition of medical heroism, such as getting out 
of his sick bed at 2 a.m. and plodding his way 
2 miles through 2 feet of snow to get to some kid 
whose mother just found out he had swallowed 
a nickel two days ago. 

Well then, what is a dedicated physician? It 
doesn’t have to be a person who dashes into a 
burning building to save an unconscious child. 
Those other than physicians would do this if the 
calculated risks were favorable. He might be the 
physician who innocently enters a dive to sew 
up a cut, only to find carving knives brandished 
menacingly. He might be the physician who acci- 
dentally stabs himself with an i.v. needle dripping 
with luetic blood. He might be the physician who 
tries to make time on the icy glare of a highway 
strewn with wrecks, himself skidding through on- 
coming traffic and into the guard rail a half dozen 
times and ending up tipped over on his side. He 
might be the physician who sucks out a mouthful 
of inhaled vomitus with a rectal tube and goes 


might be the physician who goes into the den of 
a homicidal maniac to make an examination. He 
might be the isolated G.P. who operates on a red 
hot appendix because no surgeon would be avail- 
able for many hours. He might be the physician 
who orders an appendectomy on an acutely ill 
patient who insists his appendix was removed 
when the hernia was repaired. 

We know all of these “might have” situations 
have happened, and without considering them at 
the time to be any more than routine. It is likely 
that few physicians ever look upon themselves as 
being dedicated or not dedicated. 

We feel that it is not the dramatic incidents 
taking a total of a few hours of a physician’s life- 
time that count. A physician is more likely than 
not to be dedicated if he is a consistent worker. 
(Anything over 40 hours a week should do, and 
allow him at least 2 weeks vacation a year.) He 
is dedicated if he inconveniences himself day or 
night for anyone who feels worse than he does. 
He is dedicated if he takes enough time off, and 
at proper intervals, to keep his body fit and his 
mind keen. He is dedicated if he forgets to send 
any other than the first bill in certain hardship 
cases, but is businessman enough to provide for 
his family and his family’s future, with due re- 
gard to the investment made in money and ardu- 
ous years of application. He is dedicated if he 
has the right proportion of empathy and sympathy 
to make a neat job of children’s injuries and still 
have them like him. He is dedicated if he pulls 
his weight at staff meetings, medical society meet- 
ings, medical conventions and in committee work. 
He is dedicated if he goes to church, takes an in-. 
terest in civic affairs, gets acquainted with his 
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family occasionally, and has a few friends in to 
dinner. 

We believe that physicians, almost without 
exception, are dedicated. They should in their 
daily contacts play down the intriguing and 
amusing incidents of practice. They should accent 
the devotion of daily duty and the varied social 
and quasi-medical activities that make the whole 
man. Through the medical press and other media 
of publicity there should be a continuing educa- 
tion of the patient to get him down to earth. 

To some a dedicated physician is one who is 
so hypnotized by the emotional impact of his 
profession, the glamour, the appeal of the distress- 
ed, the noble and spiritual concepts of the healing 
art that the practical side never touches him. 
They see him up there surrounded by a glow of 
light, suspended ecstatically between his halo and 
his pedestal, ignoring the laws of gravity. It has 
been said that a crack-pot is a person with 90 
per cent zeal and 10 per cent motive. We'll take 
dedicated in lower case letters. 

Massachusetts Physician 
December, 1957 
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STATE NEWS ITEMS 











LETTER TO THE EDITOR 











Dear Sir: 

Recent reports in the ophthalmologic literature 
of toxic chorioretinopathy following the use of 
phenothiazine compounds as tranquilizing drugs 
lead me to believe it may be worth while to bring 
them to the attention of the medical population 
as a whole who prescribe most of these drugs. 

Grant! in a review of ophthalmic pharma- 
cology and toxicology quoted four reports of reti- 
nal pigmentary degeneration following the use of 
piperidylphenothiazine.?-5 

Goar® reported severe toxic chorioretinopathy 
in 28 of 34 patients given chlorophenothiazine, 
some of whom apparently suffered permanent vis- 


ual damage. 
Sincerely 
William J. Gibson, M.D. 


1. Grant, W. M.: Ophthalmic gry ong and Toxicology, 
A.M.A. Arch Ophth. 58:265-281 (Aug.) 1957. 

. Kinross-Wright V.: Clinical Trial of New Phenothiazine 
Compound; NP-207, Psychiat. Res. Rep. 4:89-94 (April) 
1956. 

3. Rintelen, F.; Hotz, G. <= Wagner, P.: N.P. 207, Med. 
et Hyg., Geneva, 14: 426, 956. 

4. Verrey, F.: Dégénérescence + de la rétine d’origine 
médicamenteuse, Ophthalmologica 131:296-303 (Apr.-May) 
1956. 

5. Wagner, P.: Investigation of Effect of Phenothiazine Deriv- 
atives on Fundus of Animals, Klin. Monatsbl. Augenh. 
129:772-781, 1956. 

6. Goar, E. L., and Fletcher, M. C.: Toxic Chorioretinopathy 
Following Use of N.P. 207, Am. J. Ophth. 44:603-608 (Nov.) 


1957. 


to 


Dr. Hawley H. Seiler of Tampa has been 
elected secretary-treasurer of the Southern Thor- 
acic Surgical Association. 

aw 

Dr. L. Roland Young of Daytona Beach 
after attending the Clinical Session of the Ameri- 
can Medical Association in Philadelphia remain- 
ed there a few days to visit clinics at the Univer- 
sity of Pennyslvania Graduate School of Medicine. 

Sw 

The Fifty-Fourth Annual Congress on Medi- 
cal Education and Licensure is being held Feb. 
8-11, 1958, in the Palmer House, Chicago. It is 
sponsored by the Council on Medical Education 
and Hospitals of the American Medical Associ- 
ation; Advisory Board for Medical Specialties, 
and the Federation of State Medical Boards of 
the United States. 

4 

A grant of $64,000 has been awarded the Uni- 
versity of Florida College of Medicine by the Na- 
tional Institutes of Health as a fellowship for Dr. 
Vergil H. Ferm, Associate Professor in Anatomy. 
The grant is to extend over a five year period 
during which time Dr. Ferm will continue his re- 
search in the role of placental function as it re- 
lates to the effects of various prenatal stimuli on 
the production of congenital malformations. 

Zw 

Dr. Hugh A. Carithers of Jacksonville has ac- 
cepted the appointment as a member of the selec- 
tion committee for the Wyeth Laboratories pe- 
diatric residency fellowship program. Recipients 
of the 20 two year pediatric residency fellowships 
to be offered annually by Wyeth, beginning July 
1, 1958, are to be designated by the committee. 

Zw 
The 26th Annual Alumni Postgraduate Medical 
Convention of the College of Medical Evangelists 
begins Tuesday, February 25, at the Hotel Bilt- 
more in Los Angeles. Ten nationally recognized 
physicians from medical centers across the coun- 
try, an equal number of California physicians and 
three attorneys will participate in the three days 
of scientific sessions. 
Zw 

The Marion County Medical Society, through 
Dr. Richard C. Cumming of Ocala, has presented 
the Dr. Stewart Thompson Memorial Award to 
Mr. Raymond J. Sever of Hialeah, a student at 
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Nilevar’ 





Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 


REVERSED 





stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100. 

2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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the University of Miami School of Medicine at 
Miami. The award was given for outstanding 
scholarship and is one of two awards given as a 
memorial to Dr. Thompson. The other award 
has been presented to Mr. Santford Russell Wil- 
son, a student at the University of Florida College 
of Medicine, Gainesville. 
a 
The New York University-Bellevue Medical 
Center’s Post-Graduate Medical School is offering 
postgraduate courses in Medicine, Dermatology 
and Syphilology, Orthopedic Surgery, Opthal- 
mology, Radiology, Pediatrics and Otorhinolaryn- 
gology to be given or started during the month 
of February. Information about the courses may 
be obtained from the Associate Dean, NYU Post- 
Graduate Medical School, 550 First Ave., New 
York 16. 
a 
Dr. Walter W. Sackett Jr. of Miami has been 
presented the second annual Outstanding Alumni 
Award given by the University of Miami Student 
Body Government. Dr. Sackett has been active 
in the American Academy of General Practice. 
Zw 
Grants totaling $12,000 have been awarded 
the University of Miami School of Medicine by 
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the National Institutes of Health to be used to 
develop research programs in heart surgery and 
the relationship of different gases to the chemical 
energy of the heart. Physicians connected with 
the new research projects include Drs. Banning 
G. Lary, John J. Farrell, George Paff, Robert J. 
Boucek and Robert S. Litwak. 


Sw 

The Midwinter Meeting of the Florida Ob- 
stetric and Gynecologic Society was held late in 
November at the Ft. Harrison Hotel in Clear- 
water. Physicians presenting papers included Drs. 
Jackson L. Allgood Jr., Jacksonville; William T. 
Mixson Jr., Coral Gables; Henry L. Wright Jr., 
Tampa, and Arthur N. Berry, Columbus, Ga. A 
panel discussion was conducted by Dr. Ralph 
Gause, New York, and members of the panel were 
Dr. Robert Barter, Washington D. C., Dr. Berry, 
and Dr. Dorothy D. Brame, Orlando. Drs. Charles 
A. Johnson Jr. and Davis H. Vaughan, both of 
Clearwater, were in charge of local arrangements. 


a2 

Dr. Duncan T. McEwan of Orlando, a past 

president of the Florida Medical Association, has 

been visiting clinics and hospitals in the Hawaiian 
Islands and in Japan. 








Announcing es 


llth Annual Course 


March 3-7, 1958 


SPRING POSTGRADUATE COURSES 
ON 
DISEASES OF THE CHEST 


sponsored by the 
Council on Postgraduate Medical Education 
AMERICAN COLLEGE OF CHEST PHYSICIANS 


Concerning the most recent advances in the diagnosis and treatment of cardio- 
vascular and pulmonary diseases (medical and surgical). 


Warwick Hotel, Philadelphia | Executive Director 
' American College of Chest Physicians 


112 East Chestnut Street Department F 


4th Southern Course | Chicago 11, Illinois 
Grady Hospital, Atlanta, Ga. I wish to enroll in the Philadelphia ( ) At- 
' Janta ( ) Postgraduate Course on Diseases 

| ” ’ 
March 10-14, 1958 | Of the Chest. Enclosed is my check for $75.00. 
TUITION: $75.00 NAIC nn nnn 
(Including round table I cise pnencernteneeninenntntenttint 
luncheons at each course) | City/State 


Registration for these postgraduate courses is limited. 
Applications will be accepted in the order received. 
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Dr. Cayetano Panettiere of Miami Beach has 
been presented the Barry College Laudare Medal 
in recognition of outstanding service to the college 
and to the community. 


aw 
Dr. William H. Everts of West Palm Beach 
has been elected president of the Florida Psy- 
chiatrists Association. Dr. Samuel G. Hibbs of 
Tampa will serve with Dr. Everts as secretary- 
treasurer. 


Sw 
Dr. Thomas H. Bates of Lake City has been 
reappointed a medical advisor by the American 
Cancer Society and has accepted appointment to 
the Society’s Survey Committee and the Patient 
Aid Committee. 


4 
Dr. Caroline B. Hunter of Coral Gables has 
been elected president of the Women Physicians 
of the Southern Medical Association. 


aw 
The Greater Miami Eye, Ear, Nose and Throat 
Society have elected the following officers for 
1958: Dr. William B. Steinman, Miami, presi- 
dent; Dr. James H. Mendel Jr., South Miami, 
president-elect, and Dr. H. Carlton Howard, 
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Miami, secretary-treasurer. The Society meets 
quarterly at the Urmey Hotel in Miami. 


a 
The Fifth International Congress of Internal 
Medicine will be held in Philadelphia April 23- 
26, 1958. This is the first meeting of the Society 
to be held in the United States and was arranged 
after an invitation was officially extended by the 
American College of Physicians. 


aw 

Members of the Florida Medical Association 
attending the 1957 Clinical Meeting of the Ameri- 
can Medical Association in Philadelphia included 
Drs. Louis M. Orr, Orlando; Reuben B. Chris- 
man Jr., Coral Gables; Francis T. Holland and 
J. Elizabeth Jeffress, Tallahassee; Homer L. 
Pearson Jr. and Carl H. Davis, Miami; Joseph J. 
Lowenthal, Bernard J. McCloskey and John H. 
Mitchell, Jacksonville; William C. Roberts, Pan- 
ama City; L. Roland Young, Daytona Beach, and 
Richard A. Mills, Fort Lauderdale. 


wT 

The Council on Postgraduate Medical Educa- 
tion of the American College of Chest Physicians 
will sponsor the Fourth Southern Postgraduate 
(Continued on page 879) 








PERFORMANCE WITH 
GREATER PERMANENCE 

“IN THE MANAGEMENT 
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1. Clyman, S. o yay Med. 21:309, 1957. 
* 2. Bleiberg, J.: . Soc. New Jersey 53:37, ee 

3. Abrams, B. P, re ‘Shaw, C.: Clin. Med. 3 :839, 

4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50: eat 1964 

6. Bleiberg, J.: Am. Practitioner 8:1404, 1967. 
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Standard formulas for NEWBORNS 


Breast feeding is the procedure of choice for 
the newborn. But it may need to be comple- 
mented with standard formulas given here. 


The first feeding, 12 hours after birth, consists 
of a‘prelacteal solution of 5% Karo Syrup, one 
or two ounces, repeated at two-hour intervals. 
Breast feeding is started on the second day for 
five-minute intervals and the prelacteal feed- 
ing continued immediately thereafter and 
between nursings. 


Formula feeding is given on the second day if 
breast feeding is denied. The small infant 
prefers the three-hour schedule and the large 
infant the four-hour schedule. 


The initial formula is a low-calorie milk mix- 
ture, gradually increased in concentration 
over several day intervals according to toler- 
ance. Standard formulas for whole cow’s milk 
or evaporated milk modified with diluted 
Karo Syrup as shown here, constitute the 
dietary regimen for well newborns. 


First formulas for newborns, 
concentrated according to tolerance 


Evaporated Milk Formulas: 3 oz. q 4h x 6 feedings 


FORMULA I FORMULA Il FORMULA Ill 

12.5 cals./oz. 16 cals./oz, 20 cals./oz. 
Evap. Milk .. 40z 5 oz. 6 oz. 
Water..... 14 oz. 13 oz. 12 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 





Whole Cow's Milk Formulas: 3 1/2 oz. q 4h x 6 feedings 


FORMULA |! FORMULA Il FORMULA Il 

11 cals./oz. 11.5 cals./oz. 13.5 cals./oz. 
Whole Milk. . 8 oz. 9 oz. 10 oz. 
a 12 oz. 11 oz. 10 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 





ADVANTAGES OF KARO IN INFANT FEEDING 


Composition: Karo is a su- 
perior maltose-dextrin mixture 
because the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no digestion. 


Concentration: volume for 
volume Karo furnishes twice as 
many calories as similar milk 
modifiers in powdered form. 


P uruy: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1 /5th as 
much as expensive milk modifiers 
and is available at all food stores. 
= Medical Division 

=>: CORN PRODUCTS REFINING COMPANY 
%ene® 17 Battery Place, New York 4, N.Y. 
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(Continued from page 873) 
Course on Diseases of the Chest at the Grady 


Memorial Hospital in Atlanta, Ga., March 10-14, 
i958. The most recent advances in the diagnosis 
and treatment of chest diseases, both medical 
and surgical, will be presented. The tuition fee 
is $75. A registration form for the course may 
be found on page 870 of this issue of The Journal. 


ya 

Dr. Victor H. Witten of New York discussed 
‘“What’s New in Dermatology” at the January 
meeting of the Jacksonville Dermatological Soci- 
ety held in the Marshall Taylor Doctors’ Building 
at Jacksonville. Dr. Lauren M. Sompayrac of 
Jacksonville, president of the Society, presided. 
Dr. Witten, a native of Jacksonville, is co-editor of 
the “Yearbook of Dermatology” and an associate 
of Dr. Marion Sulzberger. 


A meeting of the Air-Medics Association has 
been scheduled for April 20-21, 1958, at Hous- 
ton, Texas. It is being held in connection with 
the 91st Annual Session of the Texas Medical 
Association. Information may be obtained from 
Dr. C. F. Miller, secretary-treasurer, P. O. Box 
1338, Waco, Texas. 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 


MRS. A. H. DUVALL GLENWOOD, FLORIDA 











Births 


Dr. and Mrs. John I. Williams, of Fort Lauderdale, 
announce the birth of a son, John Irving Jr., on Novem- 
ber 7, 1957. 


Marriages 


Dr. Cabell Young Jr., of West Palm Beach, and Miss 
Nancy Ellen Matthews, of Leaksville, N. C., were married 
November 16, 1957, in Leaksville. 


Deaths — Other Doctors 


Ginsburg, Samuel, DeBary...................... September 12, 1957 
Hodge, Otto Phillip, St. Petersburg........... August 28, 1957 
Elder, James Franklin, Ormond Beach......October 2, 1957 
Beam, Eugene Cecil, Sarasota.................... October 11, 1957 





OPPORTUNITY 


The Daniel Rehabilitation Institute of Florida 
has a fully developed Physical Therapy Service and 
Department that needs the services of an M.D. 
interested in this type of work; also for prescription 
of surgical supplies, orthopedic shoes, artificial limbs 
and braces that the Institute sells and produces. 


A fully equipped Physical Therapy Dept.; Doc- 
tor’s office and examining room are available for 
lease or rental or rental purchase plan. Therapist, 
a member of American Physical Therapists Assn. 
and Florida Chapter, would continue to work for 


M.D. if desired. 


Write, phone or call in person for further partic- 


ulars. 


Daniel Rehabilitation Institute of Florida 
2120 W. Broward Blvd., 


Fort Lauderdale, Fla. Phone Jackson 3-1686 














DIRECT FACTORY BRANCHES 


JACKSONVILLE 
210 W. 8th St. ¢ ELgin 4-3188 


MIAMI 
704 S.W. 27th Ave. © Highland 3-1719 


TAMPA 
1009 W. Platt St. ¢ Phone 8-3757 





Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus ...service... supplies 


RESIDENT REPRESENTATIVE 
MONTGOMERY 


A. C. MARTIN 
3045 Sumter Ave. © AMherst 4-7616 
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The purity, the 


wholesomeness, 
the quality of 
|Ofeler- O10) [- =k 
refreshment has helped 
make Coke the 
best-loved sparkling 
drink in all the world. 












SIGN OF GOOD TASTE 


COPYRIGHT 1957 THE COCA-COLA COMPANY, 
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WH 
SENSITIZE 


. 
OLYSPORIN' 


POLYMYXIN B—BACITRACIN OINTMENT “—_ 


LD adult hrwat-opethium Unify 




















Jv 
P 


G 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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COMPONENT SOCIETY NOTES 








Alachua 


Dr. G. Leonard Emmel has been installed as 
president of the Alachua County Medical Society 
for the year 1958. Dr. George H. Putnam has 
been chosen president-elect. Other officers recent- 
ly elected include Dr. Charles H. Gilliland, vice 
president, and Dr. Eugene H. Cummings, secre- 
tary-treasurer. All are from Gainesville. 


Brevard 


Dr. Jack T. Bechtel, of Eau Gallie, has been 
elected president of the Brevard County Medical 
Society. Serving with Dr. Bechtel will be Dr. 
Louis C. Jensen Jr., of Rockledge, vice president, 
and Dr. Cyrus E. Warden, of Melbourne, secre- 
tary-treasurer. Dr. Jensen served as secretary- 
treasurer during 1957. 


Broward 


Dr. Russell R. Hippensteel, of Hollywood, has 
been installed as president of the Broward County 
Medical Association. Dr. Hippensteel served the 
Association as president-elect last year. Dr. Gar- 
land M. Johnson, of Fort Lauderdale, has been 
re-elected secretary. 
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Columbia 


Dr. Robert M. Sasso is serving as president of 
the Columbia County Medical Society following 
his election at the recent annual meeting. Serving 
with Dr. Sasso will be Dr. Harry S. Howell, as 
vice president, and Dr. Louis G. Landrum, secre- 
tary-treasurer. All the officers are from Lake City. 


Collier 


Dr. Reider Trygstad, of Naples, has been 
elected president of the Collier County Medical 
Society. Dr. John J. Meli, of Naples, has been 
chosen vice president, and Dr. Loral F. Gwaltney, 
of Naples, treasurer. Dr. Ethel G. Trygstad, also 
of Naples, has been re-elected secretary. 


Dade 


Dr. Nelson Zivitz, of Miami, has been in- 
stalled as president of the Dade County Medical 
Association. Chosen president-elect at the recent 
annual meeting was Dr. Robert P. Keiser, of 
Coral Gables. Other newly elected officers of the 
Association are Dr. Franklin J. Evans, of Coral 
Gables, vice president; Dr. Francis N. Cooke, of 
Miami, treasurer, and Dr. George W. Robertson 
III, of Miami, secretary. 








Twenty-two years devoted exclusively to the design and 


a 

completely new 
all NEW 

electro- 

cardiograph 

by Birtcher 


production of the world’s choicest electronic medical-surgical 


equipment is now culminated in the presentation of 


this new — finest of all, electrocardiograph. 


THE 
BIRTCHER 
CORPORATION 


Los Angeles 32, California 








THE BIRTCHER CORPORATION 
Department FM-258 

4371 Valley Boulevard, Los Angeles 32, California 
Please send me descriptives detailing 

the 19 new engineering features found exclusively 

in your all-new Electrocardiograph 

Dr. 
Address. 

City. Zone. State 
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versatile dermatotherapy 








in pediatrics 


Desitin Ointment is 
unequalled in preventing 
and clearing up diaper rash, 
excoriation, irritation, 
chafing. 





in geriatrics 


an incomparable protectant 
and healing agent against 
excoriation due to incon- 
tinence; senile pruritus, 
excessive skin dryness. 
Write for samples and literature 





DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. Il. 














884 


Duval 


Dr. Ashbel C. Williams has been installed as 
president of the Duval County Medical Society. 
Dr. Samuel M. Day has been chosen president- 
elect. Elected at the recent annual meeting to 
serve with Drs. Williams and Day were Dr. 
Frederick H. Bowen, vice president; Dr. William 
J. Knauer Jr., secretary, and Dr. Sidney Stillman, 
treasurer. All are from Jacksonville. 


Escambia 


Dr. Joseph W. Douglas has begun serving as 
president of the Escambia County Medical So- 
ciety following installation ceremonies at the So- 
ciety’s annual meeting. Dr. Egbert V. Anderson, 
president-elect, Dr. J. Melvin Young, vice presi- 
dent, and Dr. Joseph Q. Perry, secretary, are the 
other new officers of the Society who will be serv- 
ing during 1958. All are from Pensacola. 


Franklin-Gulf 


Dr. William F. Wager, of Port St. Joe, has 
been elected president of the Franklin-Gulf Coun- 
ty Medical Society. Dr. Wager served as secretary 
last year. Dr. Joseph P. Hendrix, also of Port 
St. Joe, has been chosen vice president, and Dr. 
Photis J. Nichols, of Apalachicola, secretary. 
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Hillsborough 


Dr. Wesley W. Wilson, who served as presi- 
dent-elect during 1957 has been installed presi- 
dent of the Hillsborough County Medical Associa- 
tion. Dr. Harold G. Nix has been chosen presi- 
dent-elect. First vice president is Dr. Charles L. 
Pope and second vice president is Dr. Frank H. 
Lindeman Jr. Dr. Marvin B. Miller is the newly 
elected treasurer. Dr. James A. Winslow Jr. was 
re-elected secretary. All are from Tampa. 


Jackson-Calhoun 


Dr. Sarah M. Schulz, of Marianna, has been 
elected president of the Jackson-Calhoun County 
Medical Society. Dr. Glenn E. Padgett has been 
chosen vice president and Dr. Francis M. Watson 
has been re-elected secretary-treasurer. Drs. Pad- 
gett and Watson are also from Marianna. 


Lake 


Dr. George E. Engelhard, of Leesburg, has 
begun serving as president of the Lake County 
Medical Society following his election at the So- 
ciety’s annual meeting. Serving with Dr. Engel- 
hard are Dr. Lawton F. Douglass, of Umatilla, 
vice president, and Dr. Frederick C. Andrews, 
of Mount Dora, secretary-treasurer. 
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Leon-Gadsden-Liberty-Wakulla-Jefferson 


Dr. T. Bert Fletcher Jr. has been elected presi- 
dent of the Leon-Gadsden-Liberty-Wakulla-Jef- 
ferson County Medical Society. Dr. Odis G. Ken- 
drick Jr. will serve with Dr. Fletcher as vice presi- 
dent, and Dr. Nelson H. Kraeft as secretary- 
treasurer. Dr. Kraeft was re-elected. All are from 
Tallahassee. 


Manatee 


Dr. Eugene E. Biel has been elected president 
of the Manatee County Medical Society. Dr. 
Albert A. Simkus is the Society’s new vice presi- 
dent. Serving with Drs. Biel and Simkus is Dr. 
Irving E. Hall Jr., as secretary-treasurer. The 
officers are from Bradenton. 


Marion 


Dr. Harry M. Edwards has been installed as 
president of the Marion County Medical Society. 
Installed with Dr. Edwards were Dr. Harry S. 
Gibboney Jr. as vice president and Dr. Charles 
H. Marks as secretary-treasurer. Drs. Edwards, 
Gibboney and Marks are from Ocala. 


Monroe 


Dr. William R. Ploss has been elected presi- 
dent of the Monroe County Medical Society. 








RESTORE PERSPECTIVE WITH 
MILDLY ANTIDEPRESSANT 


SUAVITIL. 


mGently, gradually, without euphoric buffering, 


WAVITIL helps patients recover normal drive and 
elps free them from compulsive fixations. 


COMMENDED DOSAGE: 1.0 mg. t.i.d. for two or three 
days. If necessary this dosage may be gradually 
eased to 3 mg. t.i.d. 


MERCK SHARP & DOHME 
DIVISION GF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Dr. Joseph J. Scarlet, who served as secretary 
during 1957, has been elected vice president. The 
Society’s new secretary-treasurer is Dr. Walter 
R. McCook. All the officers are from Key West. 


Orange 


Dr. Robert E. Zellner has been installed as 
president of the Orange County Medical Society. 
Chosen president-elect at the Society’s annual 
meeting was Dr. Robert L. Tolle who will assume 
the duties of president at the end of 1958. Dr. 
John J. Scanlon has been elected vice president; 
Dr. Charles R. Sias, treasurer, Dr. Robert W. 
Curry, secretary, and Dr. Benjamin Glaser, re- 
porter. Drs. Zellner, Tolle, Curry, Sias and Glaser 
are from Orlando; Dr. Scanlon is from Winter 
Garden. 


Palm Beach 


Dr. W. Lawson Shackelford, of West Palm 
Beach, has begun serving as president of the Palm 
Beach County Medical Society following installa- 
tion ceremonies at the Society’s recent annual 
meeting. Dr. Younger A. Staton, also of West 
Palm Beach, has been chosen president-elect to 
take office at the end of 1958. Other officers in- 
clude Dr. Fred E. Manulis, of Palm Beach, vice 
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president, Dr. Willard F. Ande, of West Palm 
Beach, treasurer, and Dr. Robert Y. Wheelihan, 
of Riviera Beach, secretary. Dr. Wheelihan was 
re-elected. 


Pasco-Hernando-Citrus 


Dr. S. Carnes Harvard, of Brooksville, has 
been elected president of the Pasco-Hernando- 
Citrus County Medical Society. Serving with Dr. 
Harvard will be Dr. Dwayne L. Deal, of Dade 
City, and Dr. Alfred G. Brown Jr., of Inverness, 
as vice presidents, and Dr. W. Wardlow Jones, of 
Dade City, who was re-elected secretary-treasurer. 





Pinellas 
P Dr. Whitman H. McConnell, of St. Petersburg, 
{ has been installed president of the Pinellas County 
° Medical Society. Chosen to serve with Dr. Mc- 
4 Connell at the Society’s annual meeting were Dr. 


Rowland E. Wood, of St. Petersburg, president- 
elect; Dr. Julio J. Guerra, of Clearwater, first 
vice president; Dr. Edward L. Cole Jr., of St. 
Petersburg, second vice president, and Dr. Whit- 
man C. McConnell, of St. Petersburg, secretary- 
treasurer. Dr. Whitman C. McConnell was re- 
elected. 


Polk 
Dr. Marion W. Hester, of Lakeland, has been 
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installed as president of the Polk County Medical 
Association. Chosen president-elect at the Soci- 
ety’s recent annual meeting was Dr. Newell J. 
Griffith, of Winter Haven. Dr. John E. Daugh- 
trey, of Lakeland, was elected vice president, and 
Dr. Charles Larsen Jr., also of Lakeland, was re- 
elected secretary-treasurer. 


Sarasota 


Dr. Karl R. Rolls has been elected president of 
the Sarasota County Medical Society. Dr. Mil- 
lard B. White has been chosen as treasurer, and 
Dr. James E. Kicklighter has been re-elected sec- 


retary. All are from Sarasota. 


Seminole 
Dr. Daniel H. Mathers is the new president 
of the Seminole County Medical Society. Elected 
to serve with Dr. Mathers was Dr. Vann Parker 
as vice president. Dr. Terry Bird was re-elected 
secretary-treasurer. Drs. Mathers, Parker and 
Bird are from Sanford. 


Suwannee-Hamilton-Lafayette 


Dr. Irby H. Black, of Live Oak, has been 
elected president of the Suwannee-Hamilton-La- 
fayette County Medical Society. Dr. William P. 


(Continued on page 892) 
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AN AMES CLINIQUICK 


re- 
CLINICAL BRIEFS FOR MODERN PRACTICE 


“4 “EMPTYING” OF GALLBLADDER AFTER FATTY MEAL 
nd 


BC- 


What's wrong with the term 
A “emptying of the gallbladder’? 
7 The gallbladder discharges bile by fractional evacuation. It is not 


emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet t.i.d. 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration ...helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMES) 3% gr. Bottles of 100 and 500. 


(ay AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 446s 
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(Continued from page 886) 
Blackmon, of Jasper, who served as secretary- 


treasurer during 1957, has been chosen vice presi- 
dent, and Dr. Hugo F. Sotolongo, of Live Oak, 
secretary-treasurer. 


Volusia 


Dr. Achille A. Monaco, of Daytona Beach, 
has been elected president of the Volusia County 
Medical Society. He previously served as secre- 
tary-treasurer. Also elected during the recent an- 
nual meeting were Dr. Robert O. Burry, of De- 
Land, as vice president, and Dr. John J. Cheleden, 
of Daytona Beach, secretary-treasurer. 





NEW MEMBERS 











The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Bilotta, Laurence A., Winter Park 

Bond, James W., Jacksonville 

Bryan, Donald M., St. Petersburg 

Campbell, Alan B. Jr., St. Petersburg 

Crews, Frederick F., Fort Walton Beach 

Derry, William H., Miami 

Erdman, Leonard A., Fort Lauderdale 
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Fixel, Irving E., Hollywood 

Folsom, John H. Jr., Orlando 

Foss, Harold G., South Miami 

Gates, Kermit H., Coral Gables 
Griffin, Joseph A., South Miami 
Gilbert, J. C. Jr., Fort Lauderdale 
Gurinsky, Abraham, Miami 

Harris, Harry, Miami 

Huntley, Earl S. Jr., Miami 

Kibler, Gordon E., Jacksonville 
LaRue, Raymond A., Winter Haven 
McCreary, Albert B., St. Petersburg 
McDaniel, Grover C. Jr., Fort Lauderdale 
Marrero, Emilio J., Jay 

Ragona, Robert F., Hollywood 
Rawlings, Joseph E. Jr., St. Petersburg 
Rogers, Alexander S., Hollywood 
Sanford, Marshall C., Fort Lauderdale 
Sporn, Hyman, Hollywood 

Swink, Robert L., Miami 

vanBoven, John III, Palm Beach 
Weisman, Joseph C., Orlando 

Wells, Leonard R. Jr., Lake City 
Williams, Thomas C. Jr., Crestview 
Wold, Keith C., Fort Lauderdale 
Zucker, Reuben, Orlando 
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unprecedented 
Sulfa 
therapy 





New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier.! Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEX 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm, (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 





SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is recommended that these dosages 
not be exceeded. 

Tablets: 


Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 


Syrup: 
Each teaspoonful (5 cc.) of caramel-flavored syrup contains. 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 
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CLASSIFIED 


Advertising rates for this column are $5.00 per 
insertion for ads of 25 words or less. Add 20c for 
each additional word. 


HOSPITAL FOR SALE: 30 bed ultra modern 
hospital and clinic in booming Titusville, Florida 
| next to Guided Missile Base. Suitable for three or 
| more doctors. Easy terms. Write 69-242, P. O. Box 
2411, Jacksonville, Fla. 








WANTED: General Practitioner to associate with 
| group in South Florida. No Ob or Surgery required. 
| Give full particulars of training, experience and refer- 
|ences. Write 69-249, P. O. Box 2411, Jacksonville, 
| Fla. 


WANTED: General Practitioner qualified to do 
| surgery or surgeon willing to do general practice in 
| small town with excellent hospital. Salary or percent- 
|age to start; partnership after six months. Write 
| 69-254, P.O. Box 2411, Jacksonville, Fla. 

BRAND NEW AIR CONDITIONED AND 
HEATED MEDICAL BUILDING in fast growing 
| North Miami has three openings. Prefer Board-certi- 
| fied (or eligible) internist, ophthalmologist, otolaryn- 
| gologist, dermatologist, or laboratory to complement 
| Present occupants: pediatrician, surgeon, orthopedist, 
| obstetrician. All independent. See it at 1545 N.E. 
123rd Street and phone PL 4-2744. 


: ial 
| GENERAL PRACTITIONER: Present man de- 
| 





sires to leave for residency. Has well established 
| practice in central Florida. Would like to sell or 
‘rent office and equipment. Write 69-255, P.O. Box 
2411, Jacksonville, Fla. 


| 

| me 

| PSYCHIATRIST: Desires situation in Florida. 
| 

| 





| Board eligible, Florida license. 39 years of age. Write 
69-256, P.O. Box 2411, Jacksonville, Fla. 





SPACE AVAILABLE: Medical building in Pom- 
pano Beach. Has space for Pediatrician, OB-Gyn., 
}and General Practitioner. Excellent location on At- 
| lantic Boulevard. Write L. O. Peterson, Megr., 2701 
| Atlantic Blvd., Pompano Beach, Fla. 


OBITUARIES 


Walter Duval Webb 


| 





Dr. Walter Duval Webb of St. Augustine 
died in a local hospital on June 11, 1957, of coro- 
nary heart disease. He was 84 years of age. Inter- 
ment took place in Arlington National Cemetery. 

Born in Mankato, Minn., on June 15, 1872, 
Dr. Webb was graduated from Columbia Univer- 
sity College of Physicians and Surgeons in New 
York City in 1895. He was a veteran of the 
Spanish-American War and World War I. He 
entered the medical corps of the United States 
Army in 1900; retired with the rank of major in 
January 1909; returned to active duty from Feb- 
ruary 1917 to September 1918; retired with the 
rank of colonel under the Act of June 21, 1930; 
and returned to active duty in December 1940 to 

(Continued on page 906) 
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(Continued from page 900) 
August 1946. During World War II he was head 
of the medical department for Selective Service 
in the State of Florida. 

Upon entering the Army in 1898, Dr. Webb 
served three years in the Philippines and also 
served in Puerto Rico and Cuba. He was in 
charge of reconstruction following the San Fran- 
cisco earthquake, and at one time served on the 
faculty of Georgetown University School of Medi- 
cine in Washington, D. C., as professor of oral 
surgery and lecturer in military surgery. In World 
War I he was in command of the hospital unit 
in Vichi, France, and an officer of the Legion 
of Honor; Knight of France at Claremont Feran; 
and was made a knight by General Danton. He 
was a member of the Society of Cincinnati of New 
York State. 

This distinguished surgeon was a member of 
St. Johns County Medical Society. He had held 
membership in the Florida Medical Association 
since 1924. He was a life member of the Ameri- 
can College of Surgeons. 

Surviving are the widow, Mrs. Esther Webb, 
of St. Augustine; three daughters, Mrs. Margaret 
Walton, of California, Miss Francie Webb, of 
Arizona, and Mrs. Elizabeth Woody, of Richmond, 
Va.; and two sons, Creighton Webb, of St. 
Augustine, and Walter D. Webb Jr., of California. 





Cleveland Jackson Price 


Dr. Cleveland Jackson Price of Alford died at 
Clay County Hospital in Fort Gaines, Ga., on Aug. 
23, 1957, of heart disease following a long illness. 
He was 68 years of age. 

The son of Henry Wilson Price and Mary 
Ann Jenkins Price, Dr. Price was born in Louis- 
ville, Ala., on May 11, 1889. He received his 
academic training at Alabama Polytechnic Insti- 
tute in Auburn, Ala., and was awarded his medica’ 
degree by the Atlanta College of Physicians and 
Surgeons, now Emory University School of Medi- 
cine, in Atlanta on June 8, 1913. 

Dr. Price entered the private practice of medi- 
cine in Jackson County, Florida, in 1914 and 
continued to practice there until ill health forced 
him to retire in 1954. During World War I he 
served as examining physician for Selective Serv- 
ice. 

Dr. Price was a member of the Jackson-Cal- 
houn County Medical Society. He was a life mem- 
ber of the Florida Medical Association, holding 
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In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. _ 


For angina patients—perhaps the next one who 
enters your office—won’t you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and’ aTaRAx for peace of mind. 

Thus CArTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with 1 to 2 yellow CARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink carTRax “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use pETN preparations 

with caution in glaucoma. 

“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”* " 


New York 17, New York 1. Waldman, S., and Pelner, L.; Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
Division, Chas. Pfizer & Co., Inc. “TRADEMARK $ 
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honorary status at the time of his death, and also 
held membership in the American Medical Associ- 
ation. 

Surviving are three daughters, Mrs. Clarence 
Morgan, Fort Gaines, Ga., Mrs. William Joseph 
Hoppers, Birmingham, Ala., and Mrs. John B. 
McKibbon Jr., Gainesville, Ga.; and by four 
grandchildren, William Joseph Hoppers Jr., Leo- 
nora Hoppers, Dawn McKibbon, and John B. 
McKibbon, III. 





Lee Wolfe Lerner 


Dr. Lee Wolfe Lerner of Miami died suddenly 
on July 4, 1957. He was 59 years of age. 

Born in Quebec, Canada, on Aug. 3, 1897, 
Dr. Lerner received his medical degree from Mc- 
Gill University Faculty of Medicine in Montreal, 
Canada, in 1919. Before locating in Miami in 
1952, he practiced general medicine and general 
surgery in New York City, where he was a mem- 
ber of the Bronx County Medical Society and the 
Medical Society of the State of New York. 

Dr. Lerner was a member of the Dade County 
Medical Association and since 1954 had held 
membership in the Florida Medical Association. 
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He was also a member of the American Medical 
Association and the American College of Surgeons. 
The widow, Mrs. Ruth Lerner, of Miami, sur- 


vives. Also surviving are a daughter, Carol, and 
a brother and three sisters. 





BOOKS RECEIVED 











Dermatologic Formulary: New York Skin and 
Cancer Unit. Frances Pascher, M.D., Editor. Ed. 2. 
Pp. 172. Price, $4.00. New York, Paul B. Hoeber, Inc., 
1957. 

This newly and completely revised second edition of 
this Formulary from the New York Skin and Cancer 
Unit, Service of Dermatology, of which Dr. Marion B. 
Sulzberger is director, was impelled not only by continu- 
ing demand after exhaustion of the first edition but 
especially by the tremendous therapeutic advances of the 
last three years. Dr. Sulzberger, who is George Miller 
MacKee Professor of Dermatology and Syphilology, New 
York University—Bellevue Medical Center, writes in the 
Preface that one of the main purposes in publishing this 
Formulary is to serve the practitioner by listing the most 
tried and useful dermatologic prescriptions, together with 
the briefest and simplest explanations of their uses, indica- 
tions, and contraindications. An additional objective is 
to supply a model dermatologic formulary from which 
other hospitals, clinics, and institutions can, according 
to their needs, select a longer or shorter list of standard 
preparations for the care of the multitudinous sufferers 
from skin diseases. He stresses that the preparations 
included in this book are the product of the actual com- 
posite experience gained by leading teachers of dermatol- 


(Continued on page 916) 
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Used Routinely ... Safe... Effective 


CALPHOSAN 


the painless intramuscular calcium 


is the preferred vehicle 
of choice because of its ease of administration and its 
lasting effect. Complete literature on request. 


Formula: A specially processed solution of Calcium Glycero- 
phosphate and Calcium Lactate containing 1% of the ester and 
salt in normal saline with 0.25% phenol. Patent No. 2657172. 


THE CARLTON CORPORATION 


45 East 17th St., New York 3. 
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": Pennsylvania Life Insurance Company... 
he WILL PAY YOU...WHEN YOU ARE SICK 
- As long as a total disability, total loss of time, confinement indoors, and 
- regular medical attention continue from SICKNESS — EVEN FOR YOUR 
ler ENTIRE LIFETIME ! 
ol 
. WHEN YOU ARE HURT 
h As long as total disability, total Lump sum payment in lieu of the 
7 loss of time and regular medical monthly benefit if dismemberment 
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EVEN FOR YOUR ENTIRE LIFETIME ¢ Special Policy Renewal Agree- 


ment ¢ Triple Monthly Benefits While you are in the HOSPITAL for 
as long as THREE MONTHS 


EFFECTIVE DATE OF COVERAGES — EXCEPTIONS 


This policy covers accidents from Noon of the 
Policy Date and sickness originating more than 
thirty days after the Policy Date, unless specific- 
ally excluded, except — it even covers tubercu- 
losis, heart disease and disease in the female 
organs provided such conditions originate more 
than six months after the Policy Date. 


The Policy does not cover, and the premium 


includes no charge for, loss which is caused by: 
war or any act of war or while in military or 
naval service of any country at war; suicide or 
attempted suicide; mental derangement or dis- 
orders; pregnancy, miscarriage or childbirth; travel 
outside the United States, Alaska, Hawaii, Mexico 
or Canada (unless otherwise extended by rider) or 
aeronautics or air travel other than limited com- 
mercial air line passenger travel. 





1775 S.W. Third Avenue 
Miami 36, Florida 


1 would like more information about your lifetime 
disability income protection. 
| understand | will not be obligated. 


MAIL THIS COUPON 
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(Continued from page 908) 
ogy, who have since 1882 been treating sufferers from 
skin diseases in the largest paid outpatient service of 
dermatology in the world. It is to the knowledge and 


experience of all these skin specialists, past and present, 
emanating from almost every great school of dermatology 
in the United States, the Americas, and Europe, that this 
Formulary of today owes its scope and its substance. 


Practitioners’ Conferences: Held at The New 
York Hospital-Cornell Medical Center. Volume 6. Edited 
by Claude E. Forkner, M.D., F.A.C.P. Pp. 378. Price, 
$6.75. New York, Appleton-Century-Crofts, Inc., 1957. 

The present volume of the Practitioners’ Conferences 
constitutes the sixth in the series and continues the policy 
of assembling in readily available form the best opinion 
available in the New York area on the subjects con- 
sidered. As in the past, an effort has been made to keep 
these practical conferences on a clinical level but at the 
same time to balance them with panel members who 
represent the basic sciences. In this way these Confer- 
ences have attempted to provide a challenge for the 
clinician and a basis of understanding for the practicing 
physician. 

The 15 panels covered in this volume were on: 
Should Patients Be Told the Truth About Serious IIl- 
ness?; Trichinosis; Cancer of the Thyroid; Cancer of 
the Prostate; Cancer of the Esophagus; Tumors of the 
Lung; Portal Hypertension; Tumors of the Bone Other 
Than Multiple Myeloma; Early Detection of Heart 
Disease; Dermatophytosis, Tinea Capitis, and Monilia 
Infections of the Skin; Poison Ivy and Contact Derma- 
titis; Encephalitis and Parkinsonism; Endometriosis; 
Consultations with Anesthesiologists, and Gout. The 
panel members represented staff members of other hos- 
pitals and medical schools than those of The New York 
Hospital-Cornell Medical Center, thus promoting the 
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presentation of diversified opinions, and the Conferences 
were focused on the physicians who were not members 
of the Cornell Medical Center, providing them with the 
advantages of a great teaching institution. 


A Nurse Named Mary. By Alexander Matthews. 

Pp. 155. Price, $3.00. New York, Pageant Press, Inc., 
1957. 
This book is the heart-warming biographic account of 
the life of Mary Lathrop Wright Matthews, who will be 
remembered in Florida as Director of Nurses, Palm Beach 
County Health Department, West Palm Beach, a post 
she held for 16 years. Written after her untimely death 
in 1955 by her husband, Alexander Matthews, who is 
still a resident of West Palm Beach, the book tells the 
story of a woman whose devotion to serving the sick 
and helpless of all nations led her from the Kentucky 
foothills to Boulogne, France, during World War I, and 
from an isolated mission hospital in Shanghai, China, 
to important pioneering work in this country in the 
field of public health. The main portion consists of a 
moving and highly engrossing diary kept by her while 
serving as an Army nurse in France during World War 
I. Included also are extracts from the 1926-1927 journal 
she kept while teaching student nurses for the Episcopal 
mission in Shanghai, and numerous public testimonials 
to her competence in the public health field, in which she 
was much revered. 

The book is of particular interest to anyone interested 
in nursing, and women everywhere, regardless of profes- 
sion, should find the story of the intrepid Mary Matthews 
a fine inspiration. The excerpts from her diary reveal 
her as a woman with boundless energy, devotion to duty, 
intelligence, and stoicism. More than that, it presents 
the thoroughly human story of one heroic woman’s de- 
votion to humanity, and as such should have universal 
appeal and value. 
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Ciba Foundation Colloquia on Ageing, Vol- 
ume 3, Methodology of the Study of Ageing. 
Editors for the Ciba Foundation, G. E. W. Wolstenholme, 
O0.B.E., M.A., M.B., B.Ch., and Cecilia M. O’Connor, 
B.Sc. Pp. 202. Illus. 47. Price, $6.50. Boston, Little, 
Brown and Company, 1957. 

This volume contains the proceedings of the third 
colloquium in a series of three conferences organized by 
the trustees of the Ciba Foundation to encourage labora- 
tory and clinical investigations relative to the problems 
ot aging. In view of the many long term schemes for 
the observation of changes with age in man and whole 
animals that were under way or about to begin in vari- 
ous centers, it was thought useful on this third occasion 
to examine the methodology of such investigations: 

A few of the many topics covered are: methodology 
of the study of intelligence and emotion in aging; 
methodological problems in the study of changes in hu- 
man performance with age; use of inbred strains of 
animals in experimental gerontology; study of the aging 
of cells; methods and limitations in studies of human 
organ system function; and examples of reactions to 
standard stimuli at different ages. 


Ciba Foundation Colloquia on Endocrinology. 
Volume 10. Regulation and Mode of Action of 


Thyroid Hormones. Editors for the Ciba Foundation, 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch., and 
Elaine C. P. Millar, A-LH.-WC., A.R.I.C. Pp. 311. Illus. 
114. Price, $8.50. Boston, Little, Brown and Company, 
1957. 

During the last 10 to 15 years there has been enor- 
mous activity in the field of thyroid investigation, and 
for the first time the Ciba Foundation devotes a sym- 
posium to it. This volume attempts to take stock of the 
discoveries of this period by presenting formal papers 
from leading investigators the world over. These papers, 
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and the informal discussions which follow, serve as a 
clearing house of ideas on the latest concepts of regula- 
tion of the thyroid gland on the one hand, and the 
character and mode of action of its hormones on the 
other. 

One result of the spurt in thyroid research has been 
some divergence of opinion about a number of problems. 
The Ciba Foundation offers the participants an oppor- 
tunity to air these differences and help resolve them by 
an exchange of information and by discussion. 


Doctor Looks at Love and Life. 
Gar- 


A Woman 
By Dr. Marion Hilliard. Pp. 190. Price, $2.95. 
den City, N. Y., Doubleday & Company, Inc., 1957. 

Women may be creatures of mystery to a man, but 
not to a wise and sympathetic doctor like Marion Hil- 
liard, chief of obstetrics and gynecology at Women’s Col- 
lege Hospital in Toronto, Canada. Dr. Hilliard has not 
only restored thousands of women to physical health but 
has also helped them to find the self knowledge which 
leads to inner peace and successful, zestful living. Wheth- 
er a woman is frightened or simply perplexed or bothered 
by her problems, Dr. Hilliard gives her outspoken advice 
and realistic answers from her uniquely authoritative 
point of view as both woman and doctor. In her book, 
as in her office, she brings understanding to a woman, 
not by preaching, but through lively discussion. She 
shares her experiences. Then, through anecdotes and 
case histories, she frankly discusses the haunting unspoken 
fears that may ruin a life or wreck a marriage. Her 
topics are: A Woman’s First Baby; What Should I Tell 
My Children?; Adolescence; Sex in Marriage; Open 
Letter to Husbands; Women’s Fears; The Greatest 
Enemy—Fatigue; The Menopause; Old Age. Behind 
Dr. Hilliard’s delightfully breezy, informal style of writ- 
ing is a world of wisdom, which women of all ages will 
gratefully recognize and eagerly accept. 
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HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 





A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN Carro_t, M.D. Rosert L. Craic, M.D. 
Medical Director Associate Medical Director 


Joun D. Patron, M.D. 
Clinical Director 
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